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PREFACE 


This is a study of the supply and demand for medical manpower in Canada, 
its distribution and utilization, with physician-population projections until 1991. 
The statistical data used are subject to numerous limitations. Furthermore, 
economics as yet has not developed a theoretical framework for all aspects of 
medical manpower and, consequently, this study must be considered as a prelim- 
inary, containing some shortcomings that are inevitably present in a pioneering 
work, rather than a final contribution in this area. 


A great deal of factual information useful in this analysis of the supply, 
demand and utilization of Canadian medical manpower was obtained from the 
surveys of physicians conducted by the Royal Commission on Health Services in 
1962. Provincial Medical Boards and Colleges of Physicians and Surgeons, the 
Canadian Medical Association, the Royal College of Physicians and Surgeons of 
Canada, and medical schools provided additional valuable information. A research 
project, such as this, of course, depends heavily on the co-operation of the officials 
of various federal and provincial government departments in making available the 
factual information. Such co-operation, with a few exceptions, was generously 
provided, 


In general, it may be said that many data on measurable characteristics of 
the supply of doctors in Canada are available, but they are not sufficiently precise 
and there is a lack in their continuity. On the other hand, qualitative data with 
respect to the degree of skill and efficiency of doctors, changing patterns of 
practice, etc., are inadequate. There is also insufficient information on the patterns 
of work of doctors and utilization of medical services, in particular, on the 
adequacy of such services for the purposes of diagnosis, prevention and therapy. 
With regard to the demand for medical manpower only a few studies have been made 
and there is no satisfactory methodology to serve as a basis for estimating the 
current and future demands. In addition, little research has been undertaken con- 
cerning the attitudes and motivations of medical students underlying the choice of 
a medical career. 


It is apparent that more extensive research is required on the Canadian 
medical manpower problem. The demand outlook for various categories of doctors 
should be periodically examined. Surveys of the contents of medical training and 
of physical and teaching facilities available in our medical schools should be 
made. Periodical inventories should be made to measure the adequacy of the 
supply of doctors so that the medical schools can make long-term adjustments in 
their output. Furthermore, changes in supply from immigration and emigration, 


IV 


retirement and other causes should be examined. Methods of improving the 
standards of performance should be devised in order to improve the quality of our 
physicians. More attention should be given to the problem of how far and in what 
directions medical specialization should be encouraged. In view of the geographic 
maldistribution of our medical manpower, the whole problem of how the local and 
regional supply of doctors is related to population size, medical teaching 
facilities, economic conditions, etc., should be thoroughly reviewed. A survey 
of medical market areas in Canada should be conducted periodically. It is ne- 
cessary to have better analysis of functions and tasks of various categories of 
physicians and of factors influencing physicians’ professional and geographic 
mobility. There is a need for more factual information on the demand for medical 
manpower. And, finally, there is a need for long-term national planning in the 
supply of physicians to meet the constantly growing demand for doctors in this 
country. 


Because of his non-medical background an economist may be at a disad- 
vantage in attempting to analyze and appraise the structure and functions of the 
medical profession in our society. On the other hand, however, medical care 
involves many aspects of an economic nature, such as the economic factors 
determining the demand for and supply of medical manpower, the assessment of 
the costs of medical care, the adequacy of medical services, the operating costs 
of medical practice, the problem of efficiency and many other problems. These 
interests of an economist in medicine are necessary if adequate social and 
economic national policy with respect to adequate medical care for Canadian 
society is to be evolved. Most of the economic aspects of medical care are outside 
the competence and professional experience of organized medicine. Needless to 
say, however, any reorganization of medical care must safeguard the legitimate 
interests of the medical profession and ensure its concurrence and co-operation, 
but any comprehensive medical care scheme does involve political, economic 
and social issues, which the society as a whole has the right and obligation to 
resolve, 


I wish to acknowledge particularly the assistance provided by Professor 
B. R. Blishen, Director of Research, of the Royal Commission on Health Services, 
Dr. J. W. Macleod and Dr. A. Stukel, who read the manuscript in its earlier stages 
and offered valuable criticisms of many details of this study. I wish to state, 
however, that the interpretation of factual information is my own responsibility. I 
am also under a very real obligation to the clerical staff of the Commission who 
helped me in the very tedious and vast clerical aspects of this research work. 
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CHAPTER I 


Introduction and Some Conclusions 


1, Main Trends and Issues in Medical Care 
The preamble to the Charter of the World Health Organization states that: 


“‘Health is a state of physical, mental and social well-being and not 
merely the absence of disease and infirmity. 


The enjoyment of the highest attainable standard of health is one of 
the fundamental rights of every human being without distinction of 
race, religion, political belief, economic and social conditions.’’ 


In very general terms, the purpose of medical care is to promote, preserve 
and restore health and to minimize the effects of sickness. It is generally ac- 
cepted today that the health of the people is one of the most valuable assets of 
a society. During the last few decades, rapid social and scientific advances have 
greatly improved the health of our nation. 


Since the health status of a society is a rather intangible thing, there are 
some obvious difficulties in measuring it directly. However, there are various 
indices which indirectly measure it. The more important include specific death 
rates for particular age and sex groups of the population, infant and maternal 
death rates, morbidity rates, rejection rates for military services, life expectancy, 
disability from disease and injuries, and a few others. All of them are subject to 
some limitations in interpretation. However, national long-term planning of med- 
ical care requires such health indices in order to formulate reliable standards by 
which past achievements in the provision of medical services can be analyzed 
and assessed and to arrive at some estimates of the actua! medical needs of 
society, and to determine appropriate policy and methods to satisfy those needs, 
It is obvious that only a scientific assessment of society’s health, together with 
an analysis of social and economic trends and scientific and technical progress 
of medicine will make it possible to provide balanced medical care for all sections 
of a society and all regions of a country. 


Essentially, the total medical care problem consists of the maintenance of 
high quality of medical education, the satisfactory geographical and specialist 
distribution of the medical manpower, and the ability of the people to satisfy 
their medical needs. Consequently, the provision of medical services involves 
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considerations that are educational, social, political, economic, professional 

and administrative in nature. It is in this wide context that medical care and prac- 
tice must be analyzed, particularly when far-reaching changes have taken place 

in the science and art of medicine and in the organization of medical practice. 
Medicine is a social institution that has a unique role in our society and, there- 
fore, cannot be confined to a consulting room and laboratory, isolated from the 
main stream of social and economic changes of our time. The medical profession 
must be ready and willing to solve some of the social and economic problems 
facing a modern society. Modern medicine must keep pace with the changing and 
increasing medical needs of the people as well as with the scientific and political 
evolution of the present age. Since the beginning of this century medical services 
have become more complex, both in structure and function, and in their socio- 
economic basis. Consequently, medical economics of today is not only a problem 
of costs and methods of financing medical care, but it is also the problem of 
quality of medical services, adequacy and proper distribution of medical man- 
power and its efficient utilization. 


Usually a distinction is made between technological and organizational 
aspects of medical practice, The technology of medicine implies scientific and 
technical advancement, professional skills and ability involved in prevention, 
diagnosis and treatment of diseases. Organization of medical practice implies 
economic and social arrangements, through which medical services are dispensed 
to individuals and socio-economic groups. It may, therefore, be useful to outline 
briefly some important general influences on technology and organization of 
medical care and indicate the implications therefrom. 


Medical care is stil] an art but it is increasingly dependent on scientific and 
technical advancement. Medical science has applied new knowledge that has evol- 
ved in the fields of chemistry, physics, biology, electronics and many other scien- 
ces. The discovery and use of X-rays, radium and radio-isotopes, and new potent 
drugs like insulin, penicillin, and other antibiotics, paved the way for new devel- 
opments and methods for prevention, diagnosis and treatment of diseases, which 
accelerated recovery and lessened disability. As a result of this impressive 
progress during the last half century, medical services today are of a greater 
variety and complexity. The medical profession is highly specialized and a phy- 
Sician requires specialized auxiliary staff, equipment and facilities. But, at the 
same time, new and complex techniques, larger capital investments, increased 
specialization of paramedical personnel mean increasing costs of medical ser- 
vices and medical research. Thus medicine must compete not only for the con- 
Sumers’ purchasing power but also medical science is forced to compete with 
other applied sciences and industry for scientific and technical personnel. 


Another important trend in medical practice is the changing pattern of ill- 
nesses and diseases. As the methods of prevention, diagnosis and treatment have 
improved during the last half century, it has become possible to control, prevent 
and cure many illnesses that previously accounted for many deaths. Great progress 
has been made in controlling and curing communicable diseases such as tubercu- 
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losis; there is almost a complete eradication of such scourges as diphtheria, small- 
pox, typhoid fever and most recently poliomyelitis, and, of course, there has been 
considerable progress in public health measures and environmental sanitation such 
as supply of water, food control and sewage disposal. 


Some of the chronic illnesses such as diabetes and pernicious anaemia no 
longer constitute a hopeless medical problem. In addition, surgical techniques have 
improved considerably. These impressive achievements have resulted in the decline 
in mortality, particularly of infants, mothers and persons in the middle-age groups. 
Life expectancy has increased by about twenty years in the last half century. This 
implies a longer period of productive activities for both men and women, but these 
very same achievements of medicine have created new medical, social and economic 
problems. Higher expectancy of life means that more individuals are exposed to 
chronic and degenerative diseases associated with old age such as cancer, heart 
diseases, arthritis, rheumatic diseases, mental and ‘‘psychophysiological’’ disor- 
ders, This shift in the character of illnesses presents a new problem to medical 
Science, 


It changes also the over-all medical care problem because medical needs of 
the older people are becoming increasingly more important, and this in the long 
run will require a change in the direction and training of personnel, more rehabil- 
itation measures and will impose heavier economic burdens upon a Society as a 
whole. 


The structure and nature of the organization of medical practice are condi- 
tioned by the type of economic and political system of the country in which it 
operates, In a free enterprise and competitive system, medical practice with some 
exceptions such as public medical programmes which are financed from public funds 
and administered by public authorities, is carried out through private practice. 
Physicians rendering medical services under voluntarily organized programmes of 
medical insurance are usually private practitioners, who are compensated for their 
services on the basis of the fee-for-service method, the part-time system, or the 
flat-rate method. The minority of physicians employed by public health departments, 
medical insurance associations, industry, universities and medical research insti- 
tutions, hold full-time salaried positions. Medical practice, however, is a Social 
service and in the nature of a public utility, and since ‘‘... public utilities are 
by their nature monopolistic, while at the same time their services are needed by 


‘ 9? 
everybody, some governmental control of them is necessary .* 


Medical practice and its organization in this country as elsewhere has been 
affected in recent decades by various socio-economic factors and trends.” 


, Means, James Howard, Doctor, People and Government, An Atlantic Monthly Press Book, Boston: 
Little, Brown and Company, 1953, p. 9. 


2 These aspects of medical practice have been discussed in the articles of Willard, Joseph W., 
The Effects of Socio-Economic Trends on the Practice of Medicine, Ontario Medical Review, Vol. 
26, October, 1959, pp. 935-36, and 958-970; and Greenhill, Stanley, Preparing Today’s Medical 
Student for Tomorrow’s Society - A Role of a Department of Social Medicine in Medical School, 
CMA Journal, Vol. 86, April 7, 1962, pp. 611-13. 
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Developments in transportation and communications have extended the 
physician’s area of medical services distribution, made available to many com- 
munities a higher quality of medical services and increased productivity of the 
physician because in his working day he sees proportionately more patients in 
his office or hospital. 


Since the First World War, one of the basic trends in the Canadian economy 
has been the shift from agriculture to industry and this change in the economic 
structure has been accompanied by a movement of the population from the rural 
areas to urban centres. 


This trend towards urbanization has resulted in large numbers of ohysicians 
locating in urban areas and leaving rural areas relatively under-supplied. In this 
geographic movement the physician has only followed the general population trend. 
Economic, professional, and personal incentives account for this concentration of 
doctors in urban centres, particularly in the case of medical specialists. The 
problem of more equitable geographic distribution of physicians is, however, very 
difficult in this country because of its size, regional topographic and economic 
differences and scattered population. 


Then, the increase in the numbers of paramedical personnel such as nurses, 
physiotherapists, laboratory technicians, dietitians, and many others, enables the 
physician today to utilize his time more efficiently than formerly. 


The Canadian medical profession as elsewhere is characterized by increas- 
ing specialization, which has been imposed for scientific and technical reasons 
and by popular demand. This functional segmentation of medical manpower differs 
greatly from the almost homogeneous profession of several decades ago. In this 
specialization trend the status of a general practitioner has changed. 


Another development, which is becoming increasingly more significant, has 
been the growth of medical group practice for economic and professional reasons, 


Then the growing industrialization of our economy and efforts to raise the 
productivity of labour have had a decisive impact on the demand for industrial and 
occupational medical services by Canadian workers, 


One of the most important trends in Canada during the last few decades has 
been the development of voluntary medical insurance plans in order to mitigate the 
growing costs of sickness, particularly for middle and lower income groups. There 
is a wide variety of such plans due to the federal form of the state in this country 
and regional social and economic differences. 


A steadily rising standard of living, the broadening of fringe benefits, includ- 
ing medical care, of our working population, a tendency to early marriage and family 
formation, higher survival rate of middle-aged and elderly groups of our population, 
better health education and better knowledge of and greater expectations from a 
modern medicine have created growing medical needs. Scientific and technical 
progress of medicine has increased society’s ability to meet them technically, 
if not actually, for financial and other reasons. 
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It is suggested that the organization and availability of medical care in its 
social and economic aspects seems to lag behind the more spectacular scientific 
and technical medical achievements and, consequently, our society, in fact, is 
deprived of the full potential benefits that modern medicine can provide. There 
appears to be a growing public concern about the inequitable distribution of 
medical services, medical personnel and facilities as well as medical costs, as 
between regions, urban and rural areas, and between various socio-economic 
groups. Our affluent society apparently has not as yet succeeded in providing 
equal opportunity for medical care to all its citizens. This evident shortcoming of 
our society must inevitably adversely affect the social and economic welfare of 
the people because of enforced idleness, reduced productivity and the need for 
public assistance. 


Though, it is perhaps true that indigent patients are largely looked after by 
public authorities and well-to-do are able to look after themselves, still it is 
probably the middle and lower income groups that require consideration for their 
recognized and unrecognized medical needs that the modern medicine is capable 
of satisfying. 


There is perhaps agreement that the best medical services our society can 
afford should be made available to all Canadians, The only controversy arises 
concerning how to accomplish this equitably, efficiently and economically. The 
solution of this problem imposes a necessity for an unbiased approach and an 
analysis that tries to reconcile the interests of society with legitimate profes- 
sional principles, 


2. Scope, Method and Organization of Study 


The main purposes of this study include an investigation of the short-and 
long-term trends in the supply and demand for medical manpower in Canada; an 
evaluation of the economic, social and educational problems and implications 
resulting from this analysis of supply and demand for physicians; an examination 
of some aspects of geographic and professional distribution of physicians and 
utilization of medical services; an analysis of professional characteristics of 
doctors and patterns of medical practice; an economic discussion of incomes, cap- 
ital investments and operating expenses of private medical practitioners; and fi- 
nally, a projection of future requirements for physicians in Canada. 


The approach to the problem of medical manpower in Canada will be histor- 
ical, statistical and theoretical or analytical. It is historical in the sense that 
both supply and demand for physicians will be treated in the context of histor- 
ical developments over the last few decades in the provision of medical care in 
this country. A statistical approach implies a presentation of statistical evidence, 
whenever possible, obtained from existing sources and from special surveys conduc- 
ted by the Royal Commission on Health Services, on which analysis and interpreta- 
tion of the problems concerning Canadian medical manpower are based. Reliable 
statistical data are essential for satisfactory planning of the supply of medical 
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manpower in this country and for solving problems of medical care as a whole in 
the Canadian institutional and governmental setting and the economic, social and 
geographic environment. Some qualitative data and interpretation will have to be 
used since the statistical information is not always adequate, especially in the 
earlier periods. 


There will also be a theoretical approach in the sense that an attempt will be 
made to provide a conceptual framework of supply and demand for physicians, on 
which a projection of medical manpower requirements and of supply of doctors in 
Canada will be made. 


Chapter I contains a statement of the problem investigated, method and 
organization of the study as well as a summary of conclusions provided by the 
analysis of the medical manpower in Canada. 


Chapter II presents factual information and an analysis of the historical and 
current trends in the supply of physicians in Canada, both on a national and 
provincial basis. It examines the procedures pertaining to the registration of gradu- 
ates from Canadian and foreign medical schools. [t is also concerned with migra- 
tion of physicians into and out of Canada, in particular, with the United States 
physicians who graduate from Canadian medical schools. An attempt is made to 
estimate the rate of attrition of the physicians due to emigration, death and 
retirement. 


An analysis of the national and regional trends and the supply of graduates 
from Canadian medical schools, during the last fifty years, is made in Chapter III. 
Total medical students’ enrolment is examined in relation to total university stu- 
dents’ enrolment as well as to college age groups in population and total popula- 
tion for the years 1947/48 to 1961/62, on a national and provincial basis. This 
chapter is also concerned with the geographic and national origin of medical stu- 
dents, and the problem of their recruitment. In addition, other aspects of medical 
students are discussed, such as their social and economic background, costs and 
methods of financing medical studies from the viewpoint of students. Similar 
consideration is also given to medical students from other countries studying in 
Canada, 


The next chapter is concerned with an analysis of the distribution of Canadian 
medical manpower by age groups, years since first licensed to practise, duration of 
practice and length of time in present practice or employment. The problem of women 
in medicine is also reviewed. This is followed by an analysis of the geographical 
distribution of doctors, including an evaluation of the factors influencing location 
of practice and choice of location of first practice, the problem of medical care in 
rural areas and the geographical mobility of physicians. A special section is con- 
cerned with the patterns of types and auspices of work among Canadian doctors 
and their professional mobility. Then, the problem of specialization in the med- 
ical profession is discussed, including the reasons for and the duplications and 
limitations of such specialization. This is followed by an analytical and statis- 


tical examination of the distribution and location of specialists by specialty prac- 
tised. 
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Chapter V contains an analysis of the patterns of service of doctors in pri- 
vate practice, including a brief discussion of the factors affecting doctors’ effi- 
ciency and the significance of patient-visit loads of the doctors. This is followed 
by a description of the work-patterns of general practitioners, specialists and con- 
sultants engaged in private practice. Patient-visit loads are also related to years 
of practice and the size of community in which practice is located. The nature of 
medical services provided is examined with respect to type of major work of phy- 
Sicians, Then, the size of practice and number of patients under treatment of self- 
employed general practitioners are analyzed. An attempt is made to calculate the 
effective demand for services of physicians in private practice, Finally, the last 
section of this chapter is concerned with the trends in employment of doctors in 
hospitals, industry, medical schools, public health, armed forces and life insur- 
ance companies, 


The following chapter is limited to the economics of medical practice. It 
begins with a brief discussion of a group medical practice. This is followed by an 
examination of earnings of physicians in 1960 showing income of doctors by prov- 
ince, type of major work, type of practice, size of community in which practice was 
located, years of experience and medical specialty practised. It also examines an- 
nual operating expenditures incurred in private practice during 1960, by items of 
expenditure, on a national and regional basis. In addition, this part of the study 
examines capital investments made by physicians. The last part of this chapter is 
concerned with the cost of establishing medical practice since 1956 and with the 
source and amount of funds used to establish private practice initially. 


Chapter VII is confined to an appraisal of the supply of physicians in relation 
to requirements for medical manpower resources in Canada in terms of price of 
medical services, physician-population ratios, personal expenditures and family ex- 
penditures on medical care. 


In the last chapter, Chapter VIII, an attempt is made to project future require- 
ments for physicians in Canada up to 1991 and to analyze the future potential sup- 
ply of doctors from Canadian medical schools as well as from immigration. This 
analysis is based on specific qualitative assumptions concerning future efficiency 
of physicians. It also includes an evaluation of the inflow of young Canadians in- 
to our medical schools. 


3. Summary of Conclusions 
a. Canadians and Their Health During 1951-1961, 


(i) The People — During the last decade the Canadian population has increased 
from 13,984 million to 18.238 million, i.e., by 30.4 per cent. Not only were 
there more Canadians but they were also different in their age composition. 

In 1961 34.0 per cent of the population consisted of children under 15 years 

as compared with 30.4 per cent in 1951. There were about as many older 
people over 65 years in 1961 (7.6 per cent) as in 1951 (7.7 per cent), but 

there were fewer people of working age between 15 and 65 years (58.4 per cent 


(ii) 
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in 1961 as compared with 61.9 per cent in 1951), Personal income per capita 
increased from $978 in 1950 to $1,156 in 1960, i.e. an 18.2 per cent increase 
per capita in constant dollars. 


Canadians live longer. The average age at death increased from 56.8 years 
in 1950 to 61.1 years in 1960. Consequently, life expectancy increased from 
64.6 years in 1941, to 68.6 years in 1951 and to 70.3 years in 1956, 


Mortality has been reduced in several significant respects, particularly 
maternal, infant and pre-natal. The maternal mortality rate was reduced to 
4.5 per 1,000 live births by 1960 from 11.1 in 1950. The infant mortality rate 
declined from 42 per 1,000 of infants under one year of age in 1950 to 27 in 
1960. Similarly, in the same period, the pre-natal death rate has declined 
from 37.9 in 1950 to 28.4 in 1960. 


Incidence of Diseases — During the past decade more of the infectious dis- 
eases have been effectively controlled and, consequently, the rate of mortal- 
ity from these diseases declined sharply from 34.6 per 100,000 population in 
1951 to 8.7 in 1961. The tuberculosis mortality rate accounted for much of 
this decline as it decreased from 24.8 in 1951 to 4.2 in 1961. Its incidence 
has also continued to fall from 84.5 in 1950 to 35.7 in 1960, Smallpox is no 
longer a problem as an indigenous disease, while diphtheria mortality rate 
was Substantially reduced to 0.5 by 1960 as compared with 3.1 in 1950, On 
the other hand, other infectious diseases have come to the fore, in particu- 
lar, the venereal diseases, which have recently reversed their earlier down- 
ward trend and the mortality rate of infectious hepatitis rose from 2.8 in 1951 
to 67.9 in 1961. 


While many of the health hazards of the past are being controlled, new ones 
arise, partly resulting from man-made environmental conditions, and partly 
from more people being exposed to the diseases of old age. The rate of first 
admissions to mental hospitals doubled from 73 in 1950 to 143 in 1960. The 
rate of mortality from heart diseases remains on a high level, that is, 276 in 
1960 as compared with 283 a decade earlier. Cancer mortality increased 
slightly from 128 to 130 in the same period. There has been a more pro- 
nounced increase in the mortality rate from certain respiratory cancers. The 
mortality rate from accidents as a whole shows little change (55 in 1950 and 


53 in 1960), but motor vehicle accidents have increased as a cause of death 
from 17 in 1950 to 21 in 1960, 


b. Supply of Physicians 


(i) 


(ii) 


The number of physicians between 1911 and 1931 did not keep pace with the 
growth of the Canadian population and hence in 1931 there were more peop- 
le per physician (1:1,034) than in 1911 (1:972), This trend has been reversed 
since 1931, and the national physician-population ratio has steadily improved 
to 1:968 in 1941, and 1:857 in 1961. 


While the physician-population ratios varied considerably from province to 
province, all provinces have improved their ratios during the last five dec- 
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ades and, in particular, since 1951, During the entire period under consider- 
ation, Ontario and British Columbia have consistently had physician-popu- 
lation ratios more favourable than those for the country as a whole. As of 
June 1961, the following provinces had lower physician-population ratios 
than that for Canada as a whole: British Columbia - 1:758; Ontario - 1:776; 
Manitoba - 1:823 and Quebec - 1:853,. The physician-population ratio in the 
Atlantic Provinces has always been less favourable than that for the whole 
country. In 1961 the population of this region amounted to 10.4 per cent of 
the total population in Canada, while the number of active civilian physi- 
cians constituted only 7.0 per cent of the total number of physicians in this 
country. The number of physicians in Newfoundland, Prince Edward Island, 
Nova Scotia and New Brunswick in 1961 was 1,482, giving a ratio of 1:1,280 
persons as compared with the national ratio of 1:857. While the relative im- 
provement in physician-population ratio for the country as a whole was 12,2 
per cent during the years 1951 to 1961, the Atlantic Provinces have improved 
their relative ratio by only 8.7 per cent. 


(iii) The considerable improvement in the national physician-population ratio 
between 1951 and 1961 was due to a great inflow of immigrant doctors during 
those years. Out of nearly 15,000 newly registered physicians in Canada 
during the years 1950-60, about one-third were immigrant physicians, Over 
the same years, the immigrant doctors were equal to about one-half of the 
total output of 9,300 graduates of Canadian medical schools. 


Of the Atlantic Provinces, Newfoundland relied on foreign-trained physi- 
cians to the extent of three-quarters of all new registrants during the years 
1950-60, Nova Scotia, one-third, while the other two provinces in that region 
were less dependent on this source of doctors’ supply. All three Prairie Prov- 
inces were similar in their dependence on immigrant physicians to the extent 
of about one-half of their additions to the medical manpower. Ontario and 
British Columbia relied on foreign-trained doctors to the extent of approx- 
imately one-third, The Province of Quebec, however, did not attract many 
immigrant doctors. 


(iv) As of April 1962, there were 5,718 United States physicians trained in 
Canada, of whom 3,125 were born in Canada, 1,781 in the United States and 
812 in other countries or not specified. 


Approximately one-sixth of the total of Canadian-born and educated physi- 
cians in the United States served their internship and residency in that coun- 
try. It is difficult to assess, however, to what extent this training in the 
United States is responsible for attracting Canadian physicians to remain 
permanently in that country. 


c. Medical Graduates and Students 


(i) During the years 1944/45 to 1961/62, the twelve medical schools in Canada 
have supplied 14,146 medical graduates or an average of 785 physicians per 
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(ii) 


(iii) 


(iv) 


(v) 
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annum, The largest contributions to this total have been made by the medical 
schools of Toronto, McGill, Laval and Montreal. 


The Atlantic Provinces and British Columbia have experienced an inade- 
quate supply of medical graduates from the medical schools located within . 
their boundaries. This implies either the necessity of having a less favour- 
able physician-population ratio or having this situation ameliorated through 
heavier reliance on immigrant physicians or dependence on a supply of phy- 
sicians from other regions of Canada. 


Since 1958 our medical schools have been producing relative to the size of 
population, almost the same number of doctors as that produced 50 years 
ago — despite changes in the demand for medical services. During the 
years 1958-62, there were 4.7 medical graduates per 100,000 population as 
compared with 4.3 in 1911, 


During the years 1947/48 to 1951/52, there were 37 graduates of Canadian med- 
ical schools annually who came from other countries or 5.5 per cent of the 

total Canadian medical graduates per year. The corresponding figures for the 
period 1957/58 to 1961/62 were 105 and 12.3 per cent respectively. This 
increase in foreign-born Canadian medical graduates from the middle of the 
1950’s corresponds to a relative decline of Canadian-born students entering 
medical schools. About 80.0 per cent of foreign-born medical graduates were 
from the U.S.A. 


It appears that the enrolment of medical students during the post-war years 
did not keep pace with the growing population of Canada. While the number 
of medical students remained relatively stable around 3,500 during the years 
1947/48 to 1960/61, the number of medical students per 100,000 population 
steadily decreased from 25.4 in 1950/51 to 19.6 in 1960/61. Taking 1953/54 
as a base year, the index of enrolment of medical students remained station- 
ary at 96.3 in 1960/61, while total university student enrolment was at 

174.4 in the same year. Total enrolment per 100,000 population of 

university age group, 20 — 24, increased from 7,143 in 1947/48 to 8,992 in 
1960/61, while the medical student enrolment actually decreased from 353 to 
328. Some improvment has taken place in recent years. 


The attrition rate of Canadian medical students for all years of the medical 
course during the years 1947/48 to 1959/60 was 10.0 per cent. Thus, for 
every 100 first-year medical students, approximately ten will withdraw for 
various reasons during their medical studies. 


The average ratio of first-year medical students per 10,000 population of the 
university age group 20-24, for the country as a whole, during the years 1952/ 
53 to 1961/62 was 7.5, and the corresponding ratios were for Newfoundland — 
3.2, Nova Scotia — 5.0 and New Brunswick — 5.1. The provinces with the most 
unfavourable physician-population ratios were also at a disadvantage in 
recruiting entrants into medical schools. 
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(vi) The number of Canadians studying medicine in the United States during the 
post-war years was insignificant. On the average, there were about 60 post- 
graduates and about 40 undergraduates in the United States medical schools. 


(vii) About 60.0 per cent of Canadian-born medical students in 1962 came from 
communities of 100,000 population and over. Approximately half of these 
students came from the socio-economic groups of owners and proprietors, 
managers and superintendents and professional occupations. About 10.0 per 
cent of students came from a physician family. Median parents’ income of 
medical students in 1961 was $6,439 as compared with $3,646 for all taxpay- 
ers in this country. There appears to be an under-representation of medical 
students from lower socio-economic classes and lower representation from 
rural areas and smaller urban centres. 


(viii) Approximately one-quarter of male medical students held part-time work 
during a regular academic year and about 90.0 per cent had summer employ- 
ment in 1961, A large proportion of this work was, however, related to their 
course of studies. 


(ix) Average expenditure per medical student amounted to $2,250 in the 1961/62 
school year, which was one of the highest of all university students, Average 
income per medical student in the same year amounted to $2,344, 


One-third to two-fifths of medical students, in each year of the medical 
course, were receiving bursaries or scholarships. The median award was 
$300—350, which does not appear to be high enough if more able students are 
to be encouraged to enter medical schools. 


d. Distribution and Some Professional Characteristics of Canadian Doctors 


(i) In Canada as a whole, 64.4 per cent of the active civilian physicians were 
under 45 years of age in 1961 as compared with 52.0 per cent in 1931, 51.9 
in 1941 and 53.3 per cent in 1951. Thus there has been the trend toward an 
increased proportion of younger doctors in an over-all age distribution of the 
civilian medical manpower in this country. 


(ii) The number and proportion of women in the medical profession to total active 
civilian physicians have steadily increased since 1921, particularly after 
World War II, Female physicians constituted 6.8 per cent of the total medical 
manpower in 1961 as compared with 1.7 per cent in 1921. 


(iii) More than one-half of the reporting Canadian-born physicians indicated that 
their fathers’ occupation was of professional (30.4 per cent) and managerial (25.8 
per cent) nature, while these two occupational groups accounted for only 7.6 
per cent and 10.2 per cent respectively of the total male labour force in 1961. 
Farmers and farm male workers accounted for 12.2 per cent of the total male 
labour force and this percentage is close to 13.0 per cent of the reporting 
physicians who indicated agriculture as the occupation of their father. 


(iv) A high proportion of the physicians tend to remain in the region where they 
started their first practice. This proportion ranged from 90.7 per cent in the 
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Atlantic Provinces to 41.2 per cent in British Columbia. For the remaining 
regions it was above 80.0 per cent. More than four-fifths of the reporting phy- 
sicians in the Atlantic Provinces, Quebec and Ontario, and three-quarters in 
the Prairie Provinces and approximately one-third in British Columbia indi- 
cated that they resided in the region of present practice prior to entry into 
medical school and remained there after starting their first practice in the 
same region. 


The Canadian-born physicians tend to start their first practice in communities 
larger than the ones they came from thus contributing to unequal geographical 
distribution of physicians as between rural and urban areas. 


There is a definite tendency of the physicians to establish their practice in 
the regions in which they have obtained their basic medical education. This 
suggests that an effective method of improving the physician-population ratio 
in a province or region would be the establishment of a medical school there 
or the expansion of the existing ones. This conclusion may be of particular 
significance in relation to the supply of medical manpower in the Atlantic 
Provinces. 


For the country as a whole, approximately one-fifth of the reporting physi- 
cians indicated that they were born and educated in regions other than 
those in which they were practising in 1962, This proportion probably 
constitutes a real measure of the geographical mobility of the Canadian- 
born doctors. 


Physicians in general private practice showed a concentration in urban cen- 
tres similar to that for the general population. In contrast, physicians in 
specialist private practice showed a higher degree of urban concentration 
than the general population. 


The proportion of physicians in urban centres of 10,000 or more population 
was 73,2 per cent for Canada as a whole and in 1962 it stood at 85.8 per 
cent. In contrast, only 48.2 per cent of the total population in 1951 was 
located within these centres and 58.7 per cent in 1962, The process of 
‘“‘urbanization’’ of physicians between these two years was somewhat lower 
(17.2 per cent) than that of the population generally (21.8 per cent), 


As of June, 1961, 69,4 per cent of active civilian physicians were located 
within metropolitan areas, whereas only 47.2 per cent of the total population of 
Canada was so located. Consequently, while the metropolitan physician- 


population ratio was 1:581, it was only 1:1,474 for the population outside 
the metropolitan areas, 


Approximately 67.0 per cent of the reporting physicians for the country as a 
whole indicated they were engaged in private practice in 1962. Excluding interns 
and residents, private practitioners accounted for about three-quarters of the 
active civilian physicians, The balance of civilian physicians consisted of 


those engaged in medical research and teaching, public health, hospitals, 
industrial medicine and others. 
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(x) Approximately one-third of the reporting physicians in private practice in 
1962 were organized either in partnership or group practice. 


(xi) There was an insignificant degree of professional mobility of physicians from 
other types of major work towards a general private practice. On the other 
hand, there was a shift from a general private practice toward specialist 
private practice and other types of work based on salaried appointment. 


(xii) The trend towards medical specialization continued steadily during the last 
two decades. The population of Canada increased between 1947 and 1961 
from 12.6 million to 18.3 million or by 45.2 per cent, while total medical 
manpower increased during the same period by nearly 55.0 per cent. But the 
total of specialist physicians (certified and non-certified) has increased by 
over three times, 


The number of certified specialists rose from 3,795 in 1951 to 7,925 in 1961, 
i.e., by 127.4 per cent, accounting for 37.3 per cent of the total doctor pop- 
ulation in 1961 as compared with 27.0 per cent in 1951, Similarly, the 
general practitioner has shown a greater interest in specializing as the non- 
certified specialists have increased from 984 in 1951 to 2,941 in 1961. 


In 1961, there were 10,133 general practitioners and 7,925 certified special- 
ists, 


(xiii) About 95.0 per cent of certified specialists were located in centres with 
population 10,000 and over, as of September 1, 1961. They provided special- 
ist services directly to 58.5 per cent of the total Canadian population so 
located. Approximately 80.0 per cent of specialists in private practice and 
75.0 per cent of specialist hospital staff were located in communities of 
50,000 and over population. 


e. Demand for Medical Services 


(i) The average working week of the reporting general practitioners in private 
practice in 1962 was 52 hours and the corresponding figures for specialists 
and consultants were 43 and 44 hours respectively. 


A patient-visit load of the typical general practitioner was 159 per week, 
that of specialists was 104 and for consultants it was 94. Only 14.1 per cent 
of the weekly patient-visit load of the reporting general practitioner were 
home calls, The corresponding percentages for specialists and consultants 
were 5,2 and 0.7 respectively. About 60.0 per cent of the weekly patient- 
visit load of general practitioners was made at doctor’s office. The corre- 
sponding percentages for specialists and consultants were 46.0 and 35.0 
respectively. Hospital calls amounted to 24.4 per cent of the weekly patient- 
visit load of general practitioners and 45,8 and 60.5 per cent for specialists 
and consultants respectively. Other activities of physicians accounted for 
about 3.0 per cent of the weekly patient-visit loads. 


(ii) The volume of service performed by a physician in private practice varies 
naturally with his age and years of practice. The patterns of patient-visit 
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loads, based on years of practice, of general practitioners, specialists and 
consultants were very similar to those of their earnings, also based on the 
same criterion. The general practitioners in large urban centres of 50,000 
population and over had lower patient-visit loads than those practising in 
smaller urban centres presumably because of a higher concentration of spe- 
cialists in larger centres. 


The broad categories of services (physical examination of apparently well 
people for specific purposes or of preventive routine and other specific ser- 
vices, such as surgical and obstetrical procedures, referred consultations, 
special diagnostic and treatment procedures, etc.), performed by general 
practitioners, specialists and consultants were very similar. Naturally, how- 
ever, the actual contents of these services will vary greatly according to the 
type of major work of a physician. 


The average size of practice in 1962 of general practitioners ranged from 
1,367 persons in the Yukon and Northwest Territories to 3,166 persons in 
Newfoundland. The national average size of practice amounted to 1,709 persons 


per general practitioner as compared with general practitioner-population ratio 
of 1:1,800 in 1961. 


In general, the size of practice tended to be larger in those provinces which 
had less favourable general practitioner-population ratios and less urban- 
ized population such as Newfoundland, New Brunswick, Saskatchewan and 
Nova Scotia. 


It is estimated that an annual (48 weeks) patient-visit load in 1962 per phy- 
Sician in private practice was 6,336, and, excluding hospital calls, it aver- 
aged about 4,300 patient-visits per year. 


On a per capita basis, each person in this country, irrespective of age, sex, 
income and location, received 5.4 physician-visits. The latter figure was 
composed of 2.9 office calls, 1.8 hospital visits, 0.6 home calls and 0.1 of 
other types of services. (A patient-visit is defined here as a consultation with 
a physician or his nurse, either in person, or by telephone, in his office, the 
hospital, clinic and the patient’s home, for examination, treatment or advice.). 


The number of doctors employed in hospitals (general, mental, tuberculosis, 
federal and private) on a full-time or part-time basis increased from about 
1,800 in 1950 to 4,500 in 1961, i.e. by nearly 150.0 per cent. At the end of 
1961 there were about 1,800 full-time physicians in hospitals across the 
country. Approximately 100 established positions were not filled in provin- 
cially and federally operated hospitals as of June 1963. 


As of June, 1963, there were 775 doctors employed on a full-time basis in 
non-hospital work by the three levels of government in Canada, There were 
134 known unfilled established positions. 


With the increase in the number of medical schools to twelve and higher enrol- 
ment of students during the post-war years, but particularly due to a new 
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(ix) 


(x) 


(xi) 


staffing pattern, there has been a gradual expansion of full-time faculty per- 
sonnel until in the academic year of 1961/62 it amounted to 420 doctors. 


As of May, 1962, there were 261 physicians employed on a full-time basis in 
industry. The largest concentration was in manufacturing, transportation, 
service, and mining industry in that order. 


A small proportion of Canadian physicians serve as advisors to insurance 
companies, and as of February 1962, there were 86 doctors of medicine asso- 
ciated with them. 


The Canadian Forces Medical Service, which was formed in January, 1959 
through the unification of the medical branches of Navy, Army and Air Force, 
employed as of March 31, 1962, about 400 physicians. 


f. Economics of Medical Practice 


(i) 


(ii) 


(iii) 


(iv) 


(v) 


(vi) 


(vii) 


Average net income from private medical practice of general practitioners in 
Canada in 1960 was $13,820 and that of specialists was $18,730. Independ- 
ent medical practice tends to be more lucrative than salaried medical employ- 
ment as the incomes of doctors engaged in medical research amounted to only 
$8,940 and in public health to $10,750. 


The average net income of private practitioners organized in group prac- 
tice was higher than that of doctors in solo practice, amounting to $19,420, 


In practically all regions of the country the incomes of general practitioners 
and specialists located in rural areas were lower compared with those in 
urban areas, 


The patterns of income vary with years in practice. The general practitioners 
in private practice reached their peak of earnings of $15,000 only after five 
years in practice and maintained it for the next twenty-five years, while the 
specialists reached their peak of income of $24,000 after ten years in practice 
and sustained it for only the next ten years. 


Average net income of various categories of salaried physicians increased 
gradually and steadily with the length of experience though less rapidly than 
that of general practitioners and specialists in private practice. 


The highest earnings of specialists in private practice were in such special- 
ties as therapeutic radiology ($31,500), urology ($29,909), thoracic surgery 
($26,000), plastic surgery ($25,300), neuro-surgery ($25,000) and ophthalmology 
and otolaryngology ($24,200). 


Average incomes of interns and residents in 1960 were respectively $1,740 
and $3,360. The low income of residents, who require four to five years of 
specialized training, might well constitute the most important economic bar- 
rier in the recruitment of young Canadians into the medical profession. 


The average annual total operating expenditures in 1960 of private general 
practitioners, in the country as a whole, amounted to $7,450 and those of 
specialists were $7,890. Similar expenditures of physicians working in group 
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practice were somewhat higher mainly because of higher expenses on para- 
medical personnel and equipment. 


There were some differences in the patterns of operating expenditures 
between general practitioners and specialists. General practitioners spent 
proportionately more on medical and surgical supplies and relatively less 

on paramedical and clerical staff as well as on office rental as compared with 
similar operating expenditures made by specialists. 


Relatively higher average annual total operating expenditures of specialists 
practising in diagnostic and therapeutic radiology, ophthalmology and oto- 
laryngology and urology were due to proportionately higher expenses incur- 
red by these specialists on medical supplies and on paramedical and 
clerical staff, 


There were only small differences in average annual operating expenditures 
of general practitioners whether located in rural or urban areas, 


Average depreciated value of capital assets of general practitioners in 
1960 was $8,840 per doctor and that of specialists was $6,160, Physicians 
in group practice indicated a lower figure of $4,460, This suggests that in 
group practice there is an economy in Sharing equipment and buildings 
among phySicians, 


Average annual capital expenditure on purchase of new buildings and/or 
equipment in 1960 was $3,060 per general practitioner, and the figures for a 
specialist and a doctor in group practice were $2,750 and $1,640 respec- 
tively. 


About 16.0 per cent of the reporting physicians, general and specialist, 
engaged in solo private practice since 1956, have taken over existing 
practices, nearly 80.0 per cent have established new practices and only a 
very insignificant proportion have started their practice under the contract 
with either community organization, like municipality, or partnership or 

group practice, On the other hand, approximately 80.0 per cent of the reporting 
doctors engaged in group practice have started their practice under the 
auspices of partnership or group practice. 


In general, the initial capital expenditure involved in starting a solo med- 
ical practice came to about $5,000 (since 1957), in the second year of 
practice additional capital costs amounted to $1,500 and it gradually 
declined to a few hundred dollars by the fifth year of practice (1962), 


There appear to be no special differences in capital costs, initial and sub- 
sequent, because of the various sizes of community in which practices were 
located, 


Approximately $6,500 to $7,500 were needed to establish a medical prac- 
tice initially. This initial amount of funds needed was not perceptibly 

influenced by the size of community. Approximately three-quarters of the 
initial funds were obtained by way of a loan from relatives, bank or other 
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sources, Personal financial resources accounted for the remaining quarter of 
the initial funds needed, 


A large proportion of the Canadian physicians have indicated that a group 
practice improves the quality and availability of medical services as well 
as the working conditions of doctors. 


§. Evaluation of Supply and Demand for Physicians in Canada 


(i) 


(ii) 


(iii) 


(iv) 


(v) 


(vi) 


(vii) 


(viii) 


If the national physician-population ratio of 1:857 were to prevail throughout 
the whole country and thus an equitable distribution of medical manpower 
were to take place, approximately 5.0 per cent of the physicians would have 
to move from provinces in central Canada and British Columbia to the Atlantic 
Provinces, Saskatchewan and Alberta, 


If all provinces of Canada were to have a supply of physicians similar to 
what existed in the provinces with the best physician-population ratios (i.e., 
Quebec, Ontario, Manitoba and British Columbia), there would be a short- 
age of about 1,400 doctors in Canada as of June 1961, All provinces, except 
Ontario and British Columbia, would have had a deficit in their 1961 sup- 
ply of doctors on the foregoing criterion. 


In population per physician Canada compares less favourably with such 
countries as Western Germany, Italy and United States. 


The Atlantic Provinces, Saskatchewan and Alberta experienced also a 
shortage of physicians in private practice in comparison with other 
provinces of Canada, 


It is suggested that if unmet demand for medical services were to be satis- 


fied there would be an additional need for 3,900 physicians in private practice 
as of 1961. 


In making inter-professional comparison of earnings in Canada it appears that 
the three-year average annual professional income of consulting engineers 
and architects increased by 116.0 per cent between 1946-48 and 1958-60, 
and the corresponding percentage for dentists was 111.0, physicians—110.0 
and lawyers—88.0. In terms of dollars, the physicians increased their three- 
year average annual income by $7,630 in the period under review, consulting 
engineers and architects by $6,915, dentists by $5,650 and lawyers by 
$5,562, 


Physicians decreased their percentage of total professional and technical 
groups from 4,2 per cent in 1931 to 3.4 per cent in 1961. On the other hand, 
doctors, as a percentage of the total labour force, increased from 0,26 per 
cent in 1931 to 0.32 per cent in 1961. 


The physicians’ professional income between 1949 to 1960 increased by 77.4 
per cent, which increase was almost identical with the increase in annual 
average weekly wages of people engaged in manufacturing and also in all other 
industries (industrial composite index), On the other hand, the indicated 
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increase in income of physicians was somewhat higher than that of average 
labour income per employee by about 16.0 per cent. 


Consumer price index increased from 100.0 in 1949 to an annual average of 
130.7 in 1962, while doctors’ fees index (weighted average of the four 
components: office call, home call, confinement and appendectomy) increas- 
ed from 100.0 to 150.4 during the same period. 


Canadian expenditures on personal medical care accounted for 1.56 per cent 
of total personal expenditures in 1961 as compared with 1.09 per cent in 
1945, In the former year they amounted to $393.2 million or $21.0 per capita 
as compared with $76.2 million and $6.30 in 1945, The Canadian community 
tends to devote increasing proportions of its income to medical care as 
income increases, 


h. Physician—Population Projections, 1961—199 1 


(i) 


(ii) 


(iii) 


(iv) 


The annual average composite attrition rate of Canadian doctors during the 
years 1952—1960 amounted to 3.2 per cent. It includes a loss due to a natural 
cause like death or sickness, emigration, retirement and other departures. 


At the constant 1961 physician-population ratio of 1:857, which indicates 
only a current and static demand for medical services, the physician require- 
ments to keep pace with the projected increased population (including 50,000 
net immigration per year) will amount to 23,683 in 1966, 26,358 in 1971 and 
gradually increasing to 40,964 in 1991. At a progressively improving ratio of 
1:857 in 1961 to 1:665 in 1991, based on the experience of the last decade, 
these requirements for physicians will progressively increase from 24,691 in 
1966 to 28,714 in 1971 and by 1991 the total requirements would amount to 
52,792 doctors. 


The expected supply of physicians under assumptions of 800 Canadian 
medical graduates per year between 1961—1965 and 900 and 950 during the 
years 1966-1970 and 1971—1990 respectively, and 350 immigrant doctors per 
year during the period of 1961—1970, and 250 thereafter and 3.2 per cent 
attrition rate will amount to 23,489 in 1966, 25,826 in 1971, increasing to 
31,410 in 1991, 


Thus the expected supply will be short of the requirements for doctors in 
this country. 


Annual average needed supply of Canadian medical graduates will increase 
from 848 during the projected period 1961/62 to 1965/66 to 1,825 during the 
years 1986/87—1990/91 on the assumptions of maintaining the 1961 physician- 
population ratio of 1:857 and 50,000 net immigration per year during the 
projected period. These requirements for medical graduates will be higher 

if this ratio is to improve gradually. 


It appears that existing educational facilities and the present output of our 
medical schools will not be able to satisfy our future needs for doctors. 
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(v) A statistical analysis made also indicates that to obtain the objective of 
adequate supply of physicians steps will have to be taken to encourage a 
higher proportion of our students to enroll in our medical schools because in 
the past not enough young Canadians were willing or able to choose a medical 


career, 
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CHAPTER II 


Supply of Physicians 


1. Introduction 


This chapter presents factual information and an analysis of the historical 
and current trends in the supply of medical manpower in Canada, both on a 
national and provincial basis. It examines the procedures pertaining to the 
registration of graduates from Canadian and foreign medical schools. An attempt 
is made to estimate the attrition of the physicians due to emigration, death and 
retirement. The above analysis will provide a basis for the projection of future 
requirements for physicians in Canada. 


In an analysis of professional groups the quantities of manpower demanded 
and supplied may be considered as simply a function of ‘‘price’’, i.e., of ex- 
pected net earnings. However, an analysis of a medical manpower market 
presents some obvious difficulties both with respect to definition of the appropriate 
‘‘unit’’ of supply and to the fact that actually there is no one price but rather a 
range of prices as net incomes of physicians may vary according to place of 
practice, and type of work. 


The starting point in the quantitative appraisal of the supply of physicians 
is the number of doctors because an individual practitioner may be considered to 
be the relevant ‘‘unit’’ of supply and because the total amount of medical services 
available to a society, with some qualifications, depends primarily on the number 
of medical practitioners. 


It is necessary to establish and measure the main categories of inflow to 
and outflow from the total supply of medical manpower in order to obtain a picture 
of changes in the actual size of the supply. On the side of inflow we must include 
an annual output of medical graduates, immigrant and alien physicians as well as 
those who re-enter the medical profession after some years of withdrawal from 
active practice. On the side of outflow we must include physicians who emigrated, 
died or retired from active practice. An analysis of this kind must be accom- 
panied by an evaluation of the various factors which determine the increments 
and decreases in the total supply of medical manpower in order to project a net 
change in this supply in the future. 


It should be pointed out, however, that a mere size of physician popu- 
lation and an analysis of its various components are not really sufficient to 
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indicate the volume of potential supply of medical services. A further study will 
have to be made in the followsing chapters with respect to the actual utilization 
of medical manpower, its actual functions, demographic characteristics, 
geographic distribution, professional specialization, etc. 


The supply of physicians in a short-run period is said to be relatively 
inelastic because principally only death and voluntary retirement are the reasons 
for withdrawal from medical practice. Similarly, the number entering the medical 
profession is largely determined by the number currently graduating from medical 
schools, and to a lesser extent by recruitment of foreign-educated physicians. 
The supply of medical graduates is in a short-run period inelastic because of the 
limitations of their production imposed by existing teaching personnel and 
facilities and the long duration of medical training. ‘‘Over long periods, the 
number of withdrawals from the profession, but not the number seeking to enter, 
is still almost completely determined by non-economic factors. The higher the 
economic prospects of one profession relatively to others the larger the number 
who may be expected to try to enter it. Over these longer periods, economic 
factors affect the supply of services offered, i.e., the total number of practi- 
tioners, primarily through their effect on the number who try to enter the 
profession.’’! 


This general tendency applies to professions which are characterized by 
free entry. If the number permitted to enter is, however, regulated through 
licensing authorities, then the supply of practitioners will not be a function of 
the price or expected net income. In general, ‘‘If we abstract from all factors 
affecting the choice of a profession other than actuarial ones, the supply of new 
entrants depends solely on the relative arithmetic mean return and cost’’.? It 
should be pointed out that there is no consensus of opinion as to what really 
constitutes an adequate supply of physicians and hence the differences in views. 
It is generally acknowledged that one of the difficult problems of the medical 
profession is the lack of accurate determination of the number of practitioners 


needed and what form of control of supply to adopt to protect the interests of the 
public and of the profession. 


2. Trends in the Supply of Physicians 


a. The Physician-Population Ratio and Its Limitations 


It is customary and convenient to test the national and regional sufficiency 
or insufficiency of the supply of medical manpower and of the adequacy or 
inadequacy of local medical services in terms of a proportion of the population 
to the number of physicians. Some experts have expressed their personal opinions 
as to what this proportion ideally should be. There is, however, a wide range 


e Friedman, Milton and Kuznets, Simon, Income from Independent Professional Practice, National 
Bureau of Economic Research, New York: 1945, p. 155. 
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of estimates and consequently no general conclusion can be drawn. The absence 
of an established optimum physician-population ratio, naturally, makes the 
projection of future requirements for physicians a more difficult task. 


A simple physician-population ratio does not indicate completely the 
volume of medical services rendered or needed because it does not take into 
consideration the nature, scope and quality of the physicians’ services nor the 
economic, social and physical characteristics of the people being served. As one 
writer observed: ‘‘The many social, economic and geographic factors involved 
prevent the determination of supply or demand for an economic good by the 
counting of noses’’.! The use of physician-population ratio simply means 
measuring supply and demand for medical manpower by counting sellers and 
potential buyers but the consumption of medical services, assuming that they are 
needed and readily available, varies with the income of the consumers and the 
cost of such services. 


A comparison of the physician-population ratio over a long period of time 
should be viewed with caution because too many variables are involved and, 
therefore, it should be considered along with other factors. As already pointed 
out the ‘‘output per physician’’ has steadily increased. The physicians of today 
can supply more and better medical services as compared with those of fifty 
years ago. An increase in ‘‘output per physician’’, due to technological progress 
in the practice of medicine and an increase in demand, may roughly be measured 
by dividing the index of expenditures for physicians’ services by its price 
index.? 


Better organization of medical practice, improved methods of diagnosis, 
prevention and treatment, more and better hospitals, equipment and other 
facilities, larger numbers of paramedical personnel, which relieve the physician 
from many routine and time consuming tasks, easier access of doctor to patient, 
and patient to doctor due to the development of transportation and communication, 
all of these factors account for the fact that the physician can accomplish more 
in a given time and geographical area than formerly. 


On the other hand, the physician-population ratio being a gross figure of 
medically qualified persons will include a larger proportion of physicians than 
formerly, who are engaged in administrative work, research, teaching and as such 
are not providing medical services. In addition, the increase of older people in 
the population, the higher standard of living, better health education of the 
public and hence higher awareness of medical requirements and greater expect- 
ations from medicine, all these factors imply greater demand for medical care 
than formerly. To argue that the physician-population ratio in Canada compares 
favourably with that in other countries or that this ratio has practically remained 
the same during the last few decades, while physicians became more productive, 
may mean nothing in itself. Such an argument overlooks the fact that our national 


1 Goldman, Franz, Editor and Leavell, Hugh, Medical Care for Americans, The Annals of the 
American Academy of Political and Social Science, January 1951, Vol. 273, p. 27. 


2 Dickinson, Frank G., ‘‘Supply of Physicians’ Services,’’ The Journal of the American Medical 
Association, April 21,1951, Vol. 145, p. 1261. 
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income and standard of living have increased manyfold during these last decades 
and consequently in previous periods of lower national income and economic 
welfare that ratio might have been sufficient but not today. 


In comparing the adequacy of medical services between regions and local 
areas, the physician-population ratio may be also of limited significance because 
people from one place may seek services of particular specialists in another 
place and there also may be differences in the productivity of doctors in various 
localities. The age characteristics of the physicians will influence their 
productivity. The peak of efficiency as measured in terms of the patient-load is 
reached at the age of 40 to 45 years. To the extent that average age is an index 
of productivity, an analysis of the availability of doctors in terms of age charac- 
teristics must modify an analysis of this availability in terms of the physician- 
population ratio. Then, one would have to consider also the proportion of general 
practitioners and specialists in a given physician population because of the 
difference in the scope and nature of medical services made available to the 
population by these two broad categories of physicians. There are also local 
differences with respect to the volume of patients treated, availability of out- 
patient departments, and availability of hospitals and travelling clinics, which 
will influence the usefulness of the physician-population ratio for comparative 
purposes. 


In view of the above limitations, the physician-population ratio must be 
used with caution. It is useful, however, as a guide in comparing the supply of 
physicians between countries, provinces and large economic regions. But a 
shortage or surplus of medical manpower cannot be based or proved entirely on a 
simple physician-population ratio. It should perhaps be correlated with other 
indices already mentioned, which measure the progress in the general health of 


TABLE 2-1 
PHYSICIAN-POPULATION RATIOS IN CANADA, 1901-61 


Active Physician- 
Year Civilian Population? Population 
Physicians 
(7000) 
1901 Sl eels [efehe elie sereite 5 ele) ais sels 5,475 5,324 
LOWS Sees SOOPedda 6 San ao hac ° ° 7,411 7,191 
UPI a5 bio GOMOG.IGC Hoa SGU DOIGt : 8,706 8,776 
MOS reine crores ete ey oie cee oa aes wha aia ans eras 10,020 10,363 
LOAM Moret erere! cisvoroc ste scciciauaere atevetoiekeneists 11,873? 11,490 
UO aw! So Gedo clo OD DOO OOO Ani eG Ok 14,325 
elon oto vac vote sdoddoabencatoge 21,290 


13,984 
18,238 


2 - 
The 1941 figure includes 1,150 armed forces’ doctors because of wartime conditions. 


1 Exclusive of Yukon and Northwest Territories until 1960. 


Sources: 1901 to 1961, Census data; 1960, The Canadian Medical Association’s Survey of 
Provincial Licensing Authorities, C.M.A.’s Brief on Future Requirements for Physicians 
in Canada, submitted to the Royal Commission on Health Services, October 27, 1961, p. 2. 
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the population. This ratio is even less useful in comparing the supply of medical 
services between local areas because of the differences in age characteristics 
and type of work of the physicians concemed. 


b. National Physician-Population Ratios, 1901—1961 


Table 2-1 shows in an historical perspective the statistical data concerning 
the number of physicians and population in Canada, from the beginning of this 
century until 1961, and the corresponding physician-population ratios. 


Table 2-1 suggests that between 1911 and 1931 the number of physicians 
did not keep pace with the growth of population and hence in 1931 there were 
more people per physician than in 1911. This trend has been reversed since 1931. 
During the first five decades, the proportion of physicians to population has 
remained relatively stable and only during the last decade has the national 
physician-population ratio improved considerably. The table 2-1 shows also that, 
although the total number cf physicians was increasing each decade, the rate of 
increase or the average annual increase has dropped from 193.6 physicians during 
1901-11 to 131.4 physicians in the decade 1921-31. During the next two decades 
the corresponding figures were 185.3 and 245.2 physicians. During the 1951/61 
years, the average annual increase amounted to 697 physicians. In 1961 the 
physician-population ratio was 1:857, which indicates that in that year there were 
approximately 120 persons less per physician as compared with the 1951 ratio of 
1:976. During this period of 1951-61, the number of physicians in Canada in- 
creased by 48.6 per cent while the population of this country has increased by 
30.4 per cent. This improvement in the physician-population ratio between 1951 
and 1961 represents more than a 12 per cent change in the relative supply of 
physicians or, on an annual basis, the rate of improvement in medical manpower 
was more than 1 per cent. 


Table 2-2 indicates the national physician-population ratios annually during 
the last decade. 


The Canadian Medical Association has estimated that between 1951 and 
1960 there was a total of 13,627 newly registered physicians in Canada, of whom 
8,957 were graduates of Canadian medical schools and 4,670 or 34.3 per cent of 
the total were graduates of foreign medical schools. Consequently, after making 
a due allowance for the normal rate of attrition of medical manpower during this 
period and in the absence of any significant increase in the number of graduates 
from Canadian medical schools, the ten per cent improvement in the physician- 
population ratio between 1951 and 1960 must be attributed to this substantial 
inflow of immigrant physicians. In fact, without this inflow of physicians from 
abroad, the physician-population ratio would have deteriorated. It may, therefore, 
be suggested that Canadian medical schools are not producing enough physicians 
to keep pace with the rapidly growing population. 


1 The Canadian Medical Association’s brief on Future Requirements for Physicians in Canada 
submitted to the Royal Commission on Health Services, October 27, 1961, Appendix A, Tables A? 
and A3,D. 20. 
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TABLE 2-2 


ANNUAL NATIONAL PHYSICIAN-POPULATION RATIOS 
IN CANADA, 1951-61 


- 
Estimated ies tuuetre es 
Manttense Population Physician- 
Year Docterst Corresponding Population 
(Dec. 31) Year and Ratio 
Month? 
(7000) 
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L 


Sources: } C.M.A.’s Survey of Provincial Licensing Authorities except for 1951 which is based on 
census data; C.M.A.’s Brief on Future Requirements for Physicians in Canada, submitted 
to the Royal Commission on Health Services, October 27, 1961, p. 3. 


D.B.S. 


3 Census data. 


c. Provincial Physician-Population Ratios, 1911— 1961 


The supply of physicians, in the country as a whole, expressed in terms of 
population per physician has declined since the beginning of this century and, in 
addition, it did not cover the country evenly. The relative supply situation in 
certain provinces has deteriorated, while other provinces have always maintained 
a favourable position with respect to the supply of doctors. The factors which 
probably influence the provincial physician-population ratios include the level of 
personal income per person, the extent of urbanization of population within a 
province, the absence or presence of medical schools, and the extent of hospital 
facilities. The provinces characterized by an inadequate number of hospitals and 
low physician-population ratios will tend to have fewer interns and residents in 
relation to all active physicians indicating lower rates of increase in the supply 
of physicians in the future. 


Appendix 2-1 shows, on a provincial basis, the number of physicians, the 
corresponding percentage of the total number of physicians in Canada and the 
physician-population ratios for the period 1911-61. It indicates the relative 
trends in the supply of physicians in each province. Table 2—3 presents 
the provincial physician-population ratios over the period under review. 


Table 2—3 shows that while the physician-population ratios varied 
considerably from province to province, all provinces have improved their ratios 
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during the last five decades and, in particular, since 1951. During the entire 
period under consideration, Ontario and British Columbia have consistently had 
better physician-population ratios than those for the country as a whole. The 
ratio for the Province of Quebec in 1941 was also below the national figure, in 
1951 it was only slightly above the Canadian average figure; and in 1961 it was 
almost equal to the national level. The Province of Manitoba in 1951 experienced 
a lower ratio than that for the country as a whole, while in 1961 it was below the 
national average figure. In the remaining provinces, the physician-population 
tatios have been higher than the national ratio. 


TABLE 2-3 
PROVINCIAL FHYSICIAN-POPULATION RATIOS, 1911-61 
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Sources: 1911—1961, Census data, 


Table 2-4 suggests that the provinces, like Ontario, British Columbia, 
Manitoba and Quebec, which in 1961 had the most favourable physician- 
population ratios, were also the provinces with higher personal incomes per 
capita, the highest percentages of urbanization of their population, and some of 
them have had an advantage in the hospital bed—capacity per person. 


The physician-population ratio in the Atlantic Provinces has always been 
less favourable than that for the whole country. In 1961 the population of this 
region amounted to over 10.0 per cent of the total population in Canada, while the 
number of physicians constituted only 7.0 per cent of the total number of 
physicians in this country. Consequently, the physician-population ratios in the 
Atlantic Provinces were lower than that for Canada as a whole. The number of 
active resident physicians in the four provinces in 1961 was 1,482, giving a 
ratio of 1,280 persons as compared with the national ratio of 857. There was a 
greater shortage of physicians in Newfoundland than in the other three Maritime 
Provinces. 


The number of doctors practising in Newfoundland has increased sub- 
stantially from 143 in 1951 to 230 in 1961, thus changing the physician-popula- 
tion ratio from 1:2,524 to 1:1,991 although outside the larger centres an individual 
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TABLE 2-4 


PROVINCIAL PHYSICIAN-POPULATION RATIOS, PERSONAL INCOME AND 
HOSPITAL BED CAPACITY PER PERSON AND PER CENT OF 
URBANIZATION OF POPULATION, BY PROVINCE, 1961 
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Newfoundland ........... 1:1,991 904 50.7 


Sources: ' National Accounts, Income and Expenditure, 1961, Table 29, p. 38. 


2? Health and Welfare Division, D.B.S., (public hospitals only.) 


3 Census of Canada, 1961, Advance Report No. AP—4, Census (Demography) Division, 


D.B.S. 


physician is serving sometimes about 6,000 people. Towards the end of 1961 a 
total of 295 doctors was reported in that province, approximately 50 of whom 
were full-time physicians with the Provincial Department of Health or in larger 
institutions.? 


In New Brunswick the physician-population ratio has deteriorated from 
1:1,253 in 1911 to 1:1,693 in 1941, but afterwards it has gradually improved until 
in 1961 it reached the level of 1:1,314. By the end of 1961 there was a total of 
486 registered physicians, an improvement of about 10.0 per cent over the 1960 
figure.? New Brunswick has no medical school and no research centre and there- 
fore practically all the doctors are engaged in providing medical services directly 
to the public. This factor must be taken into consideration when evaluating the 
physician-population ratio. Nevertheless, as the New Brunswick Medical Society 
pointed out, the supply of doctors in the province is inadequate and some areas 
have no resident doctor because of their low economic standing. 


In Prince Edward Island the physician-population ratio has shown the 
same long-term trend as that in New Brunswick, declining from 1:1,306 in 1911 
to 1:1,418 in 1941 and increasing gradually until in 1961 it reached the level 


1 A brief from the Department of Health of Newfoundland, October 16, 1961, submitted to the Royal 
Commission on Health Services, p. 8. 


2 A brief from the Department of Health of New Brunswick, November 9, 1961, submitted to the 
Royal Commission on Health Services, p. 6. 


3A brief from the New Brunswick Medical Society, November 10, 1961, submitted to the Royal 
Commission on Health Services, p.p. 6—7. 
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of 1:1,149. The Medical Society of Prince Edward Island has reported 90 phy- 
sicians in 1961 of whom 77 general practitioners and specialists were 

directly concerned with the provision of medical services to the people of the 
province, while 13 were salaried physicians employed full-time in various 
administrative or clinical posts of the different departments of the provincial 
government. It has been suggested that many private practitioners, especially in 
rural areas, were carrying an excessive work load.} 


The Province of Nova Scotia, which has a medical school, has always 
shown the most favourable physician-population ratio amongst the Atlantic 
Provinces. This ratio was 1:1,206 in 1911 and 1:1,044 in 1961. In the latter year, 
there were 719 physicians reported, 66 of whom were employed in administrative 
and other capacities. The Government of Nova Scotia has reported that there is 
an insufficient number of doctors practising in Nova Scotia according to Canadian 
standards, and that there is an unequal distribution of physicians. As a result 
certain areas are not properly served.’ 


The Province of Quebec experienced a relatively stable long-term 
physician-population ratio until 1941, when it stood at 1:1,054 as compared with 
1:1,103 in 1911. Since 1941 this ratio has gradually improved reaching 1:853 in 
1961. In this latter year the population of the province accounted for 28.8 per 
cent of the Canadian population and the physicians for 29.0 per cent of the total 
number of doctors in this country, making the provincial ratio almost identical 
with the national ratio. The total number of doctors registered with the College 
of Physicians and Surgeons of the Province of Quebec increased from 5,863 in 
1960 to 6,129 in July 1961. However, only 5,920 of these were actually practising 
in the province, giving a true ratio of 1:878. Many physicians devote all or part 
of their time to teaching, research or administrative work. It has also been 
suggested that about half of the districts of the Medical Association of the 
Province of Quebec feel that they have enough physicians for the needs of their 
population. It must, of course, be appreciated that the geography of the province 
is such that wide areas are sparsely populated and consequently unable to 
support a physician or to provide him with the facilities for satisfactory work.° 


Ontario has always enjoyed the most favourable physician-population ratio 
in Canada and it has changed very little, 1:828 to 1:776, over the years 1911-61. 
In 1961 the population of the province accounted for 34.2 per cent of the total 
Canadian population and the doctors for 37.8 per cent of all active physicians in 
the country. The medical manpower as of January 31, 1962, included 9,182 
doctors fully registered with the College of Physicians and Surgeons of Ontario 
(this figure does not include interns), over 1,000 of whom were not residing 
in the province, leaving 8,136 doctors registered and residing in Ontario. On that 


1 A brief from the Medical Society of Prince Edward Island, November 7, 1961, submitted to the 
Royal Commission on Health Services, p. 1,1. 


2 A bried from the Government of Nova Scotia, October 1961, submitted to the Royal Commission on 
Health Services, p. 3. 


3 A brief from the Medical Association of the Province of Quebec, April17, 1962, submitted to the 
Royal Commission on Health Services, p. 5. 
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date there was one doctor for every 764 persons. There were approximately 1,300 
doctors who were on salary, the majority of whom were doing administrative, 
academic and research work. This was partially offset, however, by over 

1,000 interns assisting physicians to render personal medical services in 
hospitals, the majority of whom were not registered with the College.* 


The Prairie Provinces, with the exception of Manitoba in 1960 have had a 
lower physician-population ratio than that for Canada as a whole. Their 
population accounted for 17.4 per cent of the total Canadian population and their 
3,427 doctors or 16.1 per cent of the total number of physicians in the country, 
giving a ratio of 928 persons per physician as compared with the national ratio of 857. 


The Manitoba ratio has remained fairly constant over the years 1911-1941 
being 1:1,065 and 1:1,108 respectively and slightly above the national average 
ratio. Since 1941 there was a relative improvement in the province and by 1961 
the provincial ratio was slightly better than the national one. 


Saskatchewan consistently experienced a relatively higher physician- 
population ratio amongst the Prairie Provinces until 1961. A real improvement in 
the supply of medical manpower took place between 1951 and 1961 when the 
number of doctors increased from 662 to 951, diminishing the ratio from 1:1,278 
in 1951 to 1:973 in 1961. 


In Alberta, the physician-population ratio increased steadily from 1:1,014 
in 1911 to 1:1,320 in 1941 and then it gradually declined to 1:982 in 1961. The 
relative improvement took place during the period 1951/61 when the number of 
physicians increased from 840 to 1,356, an average increase of 52 physicians per 
year. 


TABLE 2-5 


RELATIVE IMPROVEMENT IN PHYSICIAN-POPULATION RATIOS, 
CANADA AND FOR PROVINCES, 1951-61 
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1 A brief from the Ontario Medical Association, May 7, 1962, submitted to the Royal Commission on 
Health Services, p. 48. 
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For the period under review, British Columbia has always had a physician- 
population ratio below the national ratio. In 1911 this province had one doctor to 
every 945 persons. This position improved in 1921 with a ratio of 862 persons 
per physician, but became relatively less favourable in 1931 and 1941, with the ratios 
of 952 and 1,010 respectively. Since then, however, this ratio steadily improved 
until in 1961 it reached 758 persons per physician. The population of British 
Columbia in that year accounted for 9.0 per cent of the total Canadian population 
while its physicians for abour 10.0 per cent of all Canadian doctors. As of December 
December 1961, there were 2,101 physicians practising in the province,? 


Table 2—5 illustrates a relative improvement in physician-population ratios 
over the period 1951-1961. 


3. Registration and Licensing of Physicians? 


a Provincial Licensing Authorities 


In Upper Canada the first legislative measure to control registration of 
physicians was introduced in 1795, but it was repealed in 1806 on the ground that 
people should be free in their choice of practitioners to cure their ailments. 

Soon afterwards a new medical act was passed in 1819. This and the earlier act 
established a medical board to examine professional qualifications of the 
physicians and grant licences. A College of Physicians and Surgeons was es- 
tablished in Lower Canada in 1847 and in Upper Canada in 1865. At the time of 
Confederation each province had its own system of assessing applicants and 
granting registration. 


The British North America Act of 1867 assigned the jurisdiction over 
education and health to the provincial governments. Thus, it is within the con- 
stitutional power of each province to establish the necessary administrative 
machinery for the granting of a licence to practise medicine within its territory. 
Consequently, the Provincial Medical Acts or the Medical Profession Acts gave 
to a Provincial College of Physicians and Surgeons or a Provincial Council or 
Medical Board the right to determine the qualifications required prior to the entry 
of a medical school, and conditions required to obtain a licence to practise 
medicine in each particular province. The Executive Councils of these provincial 
licensing authorities are made up of representatives elected by the members of 
the medical profession, and in some provinces they are composed of elected 
representatives and persons appointed by the provincial government and by 
universities having a medical faculty within the province. The responsibility of 
administering the medical act is relegated to the medical profession itself. In 


1 A brief from the British Columbia Medical Association, February 20, 1962, submitted to the Royal 
Commission on Health Services, p. 2. 


2 See also: Moore, W. Bramley, ‘‘Medical Licensure in Canada,’’ C.M.A.J., Vol. 73, July 1955; 
and Taylor, Malcolm G., ‘‘The Role of the Medical Profession in the Formulation and Execution of 
Public Policy,’’ The Canadian Journal of Economics and Political Science, Vol. 26, No. 1, Feb. 
1960, p.p. 108-127. 
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order to protect the public interest, a provincial licensing authority assesses the 
professional qualifications of each applicant for a licence, evaluates moral and 
ethical character, maintains the necessary discipline within the profession and 
ensures through various committees as high a standard of medical care as 
possible. Before receiving a licence to practise, the candidate must have a 
medical degree and complete a satisfactory year of internship in an approved 
hospital. In most provinces, he must submit a certificate of registration with the 
Medical Council of Canada. The examinations of the M.C.C. ensure a uniform 
standard of educational attainment that is acceptable in all provinces. 


The disciplinary powers of the Council or Medical Board vary in detail 
between different provincial licensing authorities but, generally, they include the 
power to examine complaints against a doctor’s professional and moral conduct. 
A penalty may range from a reprimand, fine and suspension to expulsion from the 
profession. Erasure of the doctor’s name from the provincial register auto- 
matically leads to a similar erasure from the Canadian Medical Register. 


Interprovincial mobility of physicians is somewhat hampered by the fact 
that a licensure in one province does not imply the right to practise across the 
country. It is necessary to obtain a licence in each province in which the 
doctor’s practice is extended. 


b. Medical Council of Canada 


This institution was established in 1912 by the Canada Medical Act. It is 
responsible for examinations in both French and English. The successful 
candidates receive the diploma of Licentiate of the Medical Council of Canada 
(L.M.C.C.) or Licence du Conseil Médical du Canada (L.C.M.C.) and are 
registered with the Canadian Medical Register. The licentiates are then eligible 
for registration in any province provided they satisfy provincial requirements 
concerning the payment of the fees, character and citizenship. 


The Medical Council of Canada is composed of three members appointed 
by the Governor-in-Council, two members representing each provincial medical 
council, one member from each university having a medical faculty, and three 
elected by homeopathic practitioners in Canada. The Council appoints the 
board of examiners, excluding members of the Council itself, who set and mark 
written examination papers, and grant certificates of qualification. There are 
clinical and oral examinations as well on a local basis. 


A practitioner licensed to practise in a Canadian province prior to the 
establishment of the M.C.C. on November 7, 1912, may obtain his registration 
without examination, but all other applicants are required to take examinations. 
To be eligible for M.C.C. registration a candidate must be a holder of a 
provincial licence or possess a certificate from the registrar of his own provin- 
cial medical council, and he must hold an acceptable medical degree plus proof 
that he has completed one year of satisfactory internship in a hospital approved 
by his provincial licensing authority. The five subjects of examination include: 
(1) medicine (and therapeutics), (2) surgery, (3) obstetrics and gynaecology, (4) 
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paediatrics and (5) public health and preventive medicine. The written and oral 
examinations are held twice a year, in the spring and the fall, at several centres 
across the country. The whole examination, or the written part only, may be 
taken before the period of internship when the student receives a medical degree. 
Most of the medical schools have accepted the M.C.C. examinations, in whole or 
in part, as their own final examinations. To be eligible for M.C.C. examination a 
candidate must have an Enabling Certificate from his provincial licensing 
authority or Interim Certificate, if he is completing a medical course of a 
university that has an arrangement with the M.C.C. about conjoint examinations. 
In order to pass, the candidate must obtain 60 per cent of the total marks in 
every subject, and he cannot be below 50 per cent in either the written or the 
oral and clinical part of an examination. Persons failing in more than two sub- 
jects must try the examinations again in all subjects. Persons failing in not more 
than two subjects, receive partial credit, and must pass the remaining subjects 
at a later date. 


c. Foreign Medical Graduates 


Registration of foreign-trained physicians involves a difficult problem of 
assessing their medical education and training, verification of documents, 
acquaintance with English or French language and adoption of fair procedures in 
the screening process in order to protect the public and to safeguard the immigrant- 
physicians’ right to practise in Canada. 


Unfortunately, there is no recognized medical organization in Canada or in 
the United States for assessing the educational standards of foreign medical 
schools and, consequently, each provincial licensing authority must discharge 
this duty itself. 


In general, foreign physicians in order to obtain a licence are required 
also to pass the examinations of the Medical Council of Canada and to satisfy 
other provincial specific requirements, which, in detail, vary amongst various 
provinces. The notable exception is made of practitioners registered on the 
‘‘General List’’ of the General Medical Council of Great Britain, who may 
register by reciprocal arrangement without further examination in six Canadian 
Provinces, viz., Alberta, Saskatchewan, Manitoba, Nova Scotia, Prince Edward 
Island and Newfoundland. 


The General Medical Council maintains three separate registration lists, viz: 


1. The General List, which contains the names of physicians registered by 
the Branch Councils of England and Wales, Scotland and Ireland. 


2. The Commonwealth List, which includes the physicians who are fully 
registered by virtue of recognized qualifications received in medical 
schools located in the Commonwealth. 


3. The Foreign List, which is relatively insignificant, containing the names 
of physicians who are fully registered by virtue of recognized qualifications 
granted in foreign countries; for instance, Rangoon Medical College in 
Burma. 
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The reciprocity of the Provincial Medical Board of Nova Scotia extends to 
all three lists. Five other provincial licensing authorities in Canada extend it, 
in most cases, to the General List only. In Alberta, graduates from medical 
schools in the United Kingdom, South Africa, New Zealand and Australia receive 
licences without any examination. The same applies to doctors from the United 
States. In Saskatchewan, the reciprocity includes medical graduates from the 
Republic of Ireland. Manitoba requires a minimum of one year in a rotating in- 
ternship in an approved hospital by the College, in Manitoba. Nova Scotia 
accepts internship being served outside the province. Prince Edward Island ex- 
tends reciprocity to the ‘‘General List’’ only. 


The reciprocity arrangement does not necessarily mean that this category 
of foreign physicians tends to settle mainly in these provinces. The Provincial 
Medical Board of Nova Scotia has reported that of the ten doctors registering by 
reciprocity, in 1951, all entered practice in that province, but in 1961, of 34 
such doctors registering only nine entered practice there. ‘‘The purposes of 
registration in Nova Scotia for other registrants of the General Medical Council 
were (a) to obtain a Certificate of Eligibility to write the Medical Council of 
Canada examinations and go elsewhere in Canada when successful, (b) employ- 
ment in military or Federal Government service, a requirement of which is the 
holding of registration in one province of Canada, (c) post-graduate training or 
certification as a specialist, which also requires possession of a provincial 
registration.’’! 


Most of the provincial licensing authorities accept for consideration the 
graduates of medical schools approved by the Educational Council for Foreign 
Medical Graduates (E.C.F.M.G.), which is sponsored by the American Hospital 
Association, The Association of American Medical Colleges and the Federation of 
state Medical Boards of the United States. This institution certifies foreign medical gra- 
duates before they come to the United states of America as interns and residents on the 
basis of the educational standard of the foreign medical schools from which the 
graduates come. The E.C.F.M.G. sets the examinations comparable to those of 
American medical schools for the foreign students twice a year in various parts 
of the world. Graduates of medical schools in Canada and Puerto Rico are 
exempted from these examinations. Ontario College of Physicians and Surgeons 
accepts the graduates of medical schools approved by the E.C.F.M.G. as ‘‘First 
Class’’ graduates. Graduates of medical schools outside the list approved by 
the above institution but recognized by the World Health Organization’s ‘‘World 
Directory of Medical Schools’’ may be accepted on the Educational Register to 
pursue post-graduate studies but they are not entitled to obtain an Enabling 
Certificate or to be accepted for full registration for practice at a later date. 
These graduates are classified in the ‘‘Second Class’’ category. In Nova Scotia 
alien physicians must also be approved by the E.C.F.M.G. In British Columbia 


alien physicians to be considered must come from the medical schools listed by 
the W.H.O. 


1 A brief from the Provincial Medical Board of Nova Scotia, submitted to the Royal Commission on 
Health Services, October 30, 1961, p. 9. 
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The registration of foreign-trained physicians has been approved in the 


following ways: 


i. 


Ze 


Documents are usually examined by the Credentials Committee of the 
provincial licensing authorities. 


Alien physicians must pass basic science examinations, which include 
usually such subjects as anatomy, biochemistry, physiology, pathology, 
bacteriology and pharmacology. In British Columbia the graduates of the 
United States and United Kingdom are exempted from these examinations 
conducted by the Council of the College of Physicians and Surgeons of 
British Columbia. In Alberta, alien physicians, except those under reci- 
procity arrangement, must pass these examinations which are carried out by 
the University of Alberta. The same procedure is followed in Saskatchewan. 
In Manitoba, alien physicians, except British, American and usually also 
those who po; sess the Standard Certificate of the E.C.F.M.G., are obliged 
to sit these examinations. In Ontario, basic science examinations are 
required of the ‘‘Second Class”’ graduates, referred to above, and these 
examinations as of January 1963 will take place before a Conjoint Board 

of Examiners appointed by the universities and the provincial College. 


In practically all provinces prior to the issue of Enabling Certificates the 
licensing authorities require of all immigrant physicians one or two years 
of a satisfactory rotating internship in a hospital located in the province 
and approved by the licensing authorities. The purpose of this requirement 
is to estimate the applicant’s moral, social and ethical characteristics as 
well as to form an idea of his general and professional education. In some 
instances, the immigrant physicians are only able to obtain a position ina 
laboratory or as ward attendants. One College’s statement observed that 
because of the fact that there are not enough desirable vacancies for them, 
‘‘many are temporarily employed in menial work until they learn the 
English language and become more or less acquainted with our Canadian 
way of life. There may be a waiting period of several months before they 
could get a position that would be helpful in their medical training.’’! 
Most of the provinces require one year of internship, but New Brunswick 
and Ontario demand two years. Prince Edward Island requires no internship 
of physicians listed on the ‘‘General List’’ of the General Medical Council 
of the United Kingdom. 


The requirement of passing basic science examinations and internship 
provides an opportunity for the provincial licensing authorities to assess the 
applicant’s knowledge of English or French language. The immigrant 
physician is expected to read, write and speak in either of these two 
languages depending on the province. 


. Another requirement concerns Canadian citizenship. In most provinces, the 


provincial licensing authorities require documentary evidence regarding 


1 «The Problem of Refugee Doctors —’? A statement of the College of Physicians and Surgeons of 
Ontario, 1951, Canadian M.A.J. Vol. 65, October 1951, p, 382. 
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the immigrant physician’s intention of becoming a Canadian subject. 
Ontario demands proof of Canadian citizenship. In the Province of Quebec 
the potential registrants must be Canadian subjects, except foreign 
scholars teaching in the provincial medical schools. However, temporary 
registration allows no right to practise in the province. 


6. Alien physicians, except those under reciprocity arrangement and in some 
cases United States physicians, must satisfy the above requirements 
before the provincial licensing authorities issue them Enabling Certificates 
granting permission to write the examinations of the Medical Council of 
Canada. In Ontario, New Brunswick, British Columbia and Quebec, all 
immigrant physicians are required to write these examinations before they 
are duly registered. In other provinces all alien physicians other than those 
under the reciprocity arrangement have the same requirement. 


d. Organized Medicine? 


There are two national organizations of the medical profession in Canada, 
The Canadian Medical Association, and L’Association des Médecins de Langue 
Francaise du Canada. The C.M.A. is a federation of provincial autonomous 
associations or ‘‘divisions’’. Membership is voluntary except in Saskatchewan, 
where the ‘‘division’’ merged with the provincial College of Physicians and 
Surgeons, and in Alberta and New Brunswick where the compulsory licence fee 
supports both the College and the ‘‘division’’. L’Association des Médecins de 
Langue Francaise du Canada comprises five divisions: Western Provinces, 
Ontario, Quebec, New Brunswick and Nova Scotia. 


The functions of the C.M.A. are listed in the Act of Incorporation as 
amended in 1959: 


‘*The objects of the Association shall be: 


1. to promote the medical and related arts and sciences and to maintain the 
honour and the interests of the medical profession; 


2. to aid in the furtherance of measures designed to improve the public health 
and to prevent disease and disability; 


3. to promote the improvement of medical services however rendered; 


4. to publish the ‘‘Canadian Medical Association Journal’’ and such other 
periodic journals as may be authorized, together with such transactions, 


reports, books, brochures or other papers as may promote the objects of The 
Association; 


5. to assist in the promotion of measures designed to improve standards of 
hospital and medical services; 


6. to promote the interests of the members of The Association and to act on 
their behalf in the promotion thereof; 


1 See the C.M.A.’s preliminary submission to the Royal Commission on Health Services, September 
27, 1961: ‘*‘Some Characteristics of the Medical Profession of Canada’’, 
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7. to grant sums of money out of the funds of The Association for the further- 
ance of these objects, and 


8. to do such other lawful things as are incidental or conducive to the attain- 
ment of the above objects.’’ 


The work in the C.M.A. is carried out by various committees, whose 
functions range from advising the Federal Government on such matters as 
hospitals, and the training of interns, to studying the problems of cancer, traffic 
accidents, prepaid medical care, rehabilitation and public health. 


The special and sectional interest of the medical profession are represented 
by various national medical societies, which are affiliated with the C.M.A., such 
as The Canadian Heart Association, the College of General Practice of Canada, 
the Royal College of Physicians and Surgeons of Canada, and many others 
reflecting the particular interests of specialist groups of physicians. 


In addition, the C.M.A. co-operates with national organizations which are 
concerned with particular illnesses of social significance, such as the Canadian 
Cancer Society, and the Canadian Mental Health Association. Naturally, there is 
a close co-operation with the Association of Canadian Medical Colleges and the 
Canadian Hospital Association. The C.M.A. is affiliated with the World Medical 
Association. 


4. Migration of Physicians into and out of Canada 


a. Net Balance 


The composition and the pattern of educational background of Canadian 
medical manpower underwent a considerable change during the post-war years due 
to the importation of immigrant physicians, who came with the large wave of post- 
war immigrant population to this country. Table 2-6 indicates general trends in 
the migration of physicians into and out of Canada during the years 1946-61. 


The record of immigration of physicians began in 1953, when the Depart- 
ment of Citizenship and Immigration started to publish statistics on intended 
occupations of all immigrants. These statistics do not indicate the occupations 
actually followed by immigrants in this country, nor do they indicate age, marital 
status, etc. Data on immigration are also inadequate because they are limited to 
those physicians who left Canada for the United States. 


With these limitations, however, the foregoing table illustrates the steadily 
increasing annual number of immigrant physicians during the period under review. 
The rapid post-war economic growth and increased population as well as the 
increased demand for medical care required more physicians than the Canadian 
medical schools were able to supply. Until 1950, the number of immigrant 
physicians was relatively small because of the difficulties of overseas trans- 
portation, reliance on sponsored immigration and restrictions on the admission 
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of former enemy aliens. From 1950 to 1957 this number increased greatly because 
of a more liberal Canadian immigration policy that permitted unsponsored 


immigration. Also during this period, there was a great inflow of British doctors 


to Canada. 


At the end of 1956 and in the early part of 1957 after the tragic events in 


Hungary, many Hungarians found new homes in this country. Since 1957, however, 
the annual number of immigrant physicians showed a tendency to decline. 
Presumably, improved economic conditions in Western Europe and the completed 
settlement of post-war political immigrants, diminished this external source of 


TABLE 2-6 
MIGRATION OF PHYSICIANS INTO AND OUT OF CANADA, 1946-61! 
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1 Data for the period 1946 to 1952 have been estimated by the Department of Citizenship and 
Immigration. 


Sources: (1) The Migration of Professional Workers Into and Out of Canada, 1946—1960, Bulletin 
No. 11, October 1961, Table 1, p, 9; Table 10, p. 29; Table 15, p. 39; Table 17, p. 42; 
Economics and Research Branch, Department of Labour. 


(2) Immigration 1961, Table 4, p. 11; Statistics Section, Department of Citizenship and 
Immigration. 


(3) Immigrant Aliens Admitted to the United States, Whose Country of Last Permanent 
Residence was Canada, 1961, Immigration and Naturalization Service, U.S, Department 
of Justice. 
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supply of medical manpower. There is evidence of a growing shortage of doctors 
in the United Kingdom, which provided about half the foreign-trained physicians 
in Canada during the post-war period.' 


Table 2—6 indicates that while approximately 5,000 physicians immigrated 
into Canada, about half of that figure left this country for the United States. 
Although there is a positive net balance between over-all immigration and emi- 
gration, this country has lost approximately 2,000 doctors to the United States. 


b. National Origin of Immigrant Physicians 


TABLE 2-7 
PHYSICIAN IMMIGRANTS INTO CANADA, BY NATIONAL ORIGIN, 1953-61 
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Source: The Migration of Professional Workers Into and Out of Canada 1946-1960, Bulletin No. 11, 
October 1961, Table 4, pp. 14—15, Economics and Research Branch, Department of Labour, 
and Immigration 1961, Table 4, pp. 10—11, Department of Citizenship and Immigration, 
Statistics Section. 


Nearly half of 3,815 immigrant physicians came from the United Kingdom 
and the Republic of Ireland. Approximately 500 doctors came from the United 
States,,and other ethnic groups that contributed substantially to our medical 
manpower were German, Hungarian, Jewish, Polish, Italian and Dutch. 


c. Female Immigrant Physicians 


Table 2—8 suggests that immigrant physicians contain a larger proportion 
of women doctors than the Canadian medical profession or the proportion of 
female medical students in our medical schools’ total registration. 


1 “Shortage of Doctors,’’ Editorial, C.M.A.J., Vol. 86, February 10, 1962, p.p. 297—298; and a letter 
from the Secretary of the British Medical Association to the Royal Commission on Health 
Services, September 24, 1962. 
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TABLE 2-8 
FEMA LE PHYSICIANS ADMITTED TO CANADA IN 1953, 1954 AND 1956—61 


Number of 
Number of Total Per Cent of Female 


Female 
Physicians 


Physicians to Total 


Physicians 
- Physicians Admitted 


Admitted 


1 No information available for 1955. 


Source: The Migration of Professional Workers Into and Out of Canada 1940—1960, Bulletin No. 11, 
October 1961, Table 6, p. 19, Economics and Research Branch, Department of Labour. 


TABLE 2-9 


NUMBER AND PER CENT DISTRIBUTION OF NEW REGISTRANTS 
BY GRADUATES OF CANADIAN AND FOREIGN ME DICAL SCHOOLS, 
CANADA AND FOR PROVINCES, 1950—60 
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Graduates Graduates 


Province of Canadian of Foreign 
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Source: C.M.A. Survey of Provincial Licensing Authorities, December 31, 1960; C.M.A. Brief on 
Future Requirements for Physicians in Canada, submitted to the Royal Commission on 
Health Services, October 27, 1960, Appendix A, Tables A, and As, p. 20. 
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d. New Registrants of Foreign Medical Schools 


The survey of the provincial licensing authorities conducted by the 
Canadian Medical Association in 1961 provides revealing information on the 
importance of immigrant physicians in the over-all and provincial supply of phy- 
sicians during the decade of 1950-60. The number of foreign-trained physicians 
issued licences to practise in this country increased markedly in that decade. 


It appears that out of nearly 15,000 newly registered physicians in Canada 
during the years 1950—60, about one-third were immigrant doctors. However, 
some of the immigrant physicians register in more than one province and hence 
there is some duplication of immigrant doctor registrations. Of the Atlantic 
Provinces, Newfoundland relied on foreign-trained physicians to the extent of 
three-quarters of all new registrants, Nova Scotia over one-third, while the 
other two provinces in that region were less dependent on this source of doctors 
supply. All three Prairie Provinces were similar in their dependence on immi- 
grant physicians to the extent of about one-half of their additions to the medical 
manpower. Ontario and British Columbia relied on foreign-trained doctors to the 
extent of approximately one-third. Presumably because of language differences 
the Province of Quebec did not attract immigrant physicians. 


Table 2—10 shows the percentage share of additions to Canadian 
medical manpower attributable to foreign medical graduates. 


Table 2—10 indicates that the proportion of immigrant physicians 
relative to the total number of new registrants of the medical profession has 


TABLE 2-10 


RATIOS OF FOREIGN MEDICAL SCHOOL GRADUATES TO THE TOTAL LICENTIATES 
REPRESENTING ADDITIONS TO THE MEDICAL MANPOWER, 1950—60 
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Graduates 
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shown a striking annual increase during the period under examination. In 1950, 
approximately 1,000 newly registered physicians were added; of these about 
200 or one-fifth were graduated from foreign medical schools. In 1960, almost 
1,500 were added to the medical profession and immigrants accounted for more 
than one-third. 


The heavy dependence on foreign-trained physicians becomes even more 
striking when a comparison is made between new registrants, immigrant physi- 
cians and the output of Canadian medical schools. This is shown in Table 
2—11. 


TABLE 2-11 


NEW REGISTRANTS, GRADUATES OF FOREIGN SCHOOLS AND OUTPUT OF 
CANADIAN MEDICAL SCHOOLS COMPARED, 1950—60 


New Registrants, Graduates 

Canadian of Foreign Medical Schools 
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Graduates Number Canadian 
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Over the years 1950 to 1960, the immigrant physicians constituted slightly 
more than half of the total output of graduates of Canadian medical schools. 
This proportion is even higher if an allowance is made for the fact that approx- 
imately 10.0 per cent of Canadian medical graduates were from foreign lands 
and they would not likely remain in this country. It should be pointed out that 
to an unknown extent the figures of immigrant doctors’ registration are inflated 
for various reasons. One of these is that the Royal College of Physicians and 
Surgeons of Canada accepts, for its certification examinations, only physicians 
who are licensed to practise in one of the Provinces of Canada. This has led to 
foreigners’ registration in one of the provinces with no particular desire to 
practise there. A number of graduates from medical schools in China, Formosa, 
the Phillipines and Malaya come to Canada for the purpose of obtaining a 
Commonwealth qualification such as the Certificate of the Medical Council of 
Canada in order to obtain registration with the Medical Council of Hong Kong. 
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This analysis raises a question with serious educational and political 
implications. Is it really proper and in the national interest for a country to 
become progressively dependant for the supply of medical manpower upon grad- 
uates of foreign medical schools? There now seems to be a slow falling off in 
medical immigration, and if the present physician-population ratio is to be 
maintained, more medical students must be trained in Canada. 


e. Examination Results of the Medical Council of Canada 


The records of the examinations of the Medical Council of Canada during 
the post-war years, 1945 to 1961, have been examined to show the failure rates 
of graduates of Canadian and foreign medical schools. The Council examines 
professionally persons sponsored by provincial medical councils and certified 
by them as eligible for examination. This examination, if successful, leads to 
enrolment on the Canadian Medical Register as Licentiate of the Medical Council 
of Canada and consequently eligibility for registration as a doctor in the sponsoring 
province, Thus the Council protects the public by ensuring medical competence 
and assists the immigrant physicians to achieve the necessary qualifications. 


Table 2—12 illustrates the results of these examinations of Canadian and 
foreign-trained candidates, by country where qualified. 


5. U.S. Physicians who Graduated from Canadian Medical Schools. 


Most of the data concerning American physicians who graduated from 
Canadian medical school, have been obtained from the master files of the 


Circulation and Records Department of the American Medical Association, as of 
April, 1962. 


At that date there were 5,718 American doctors, about 2.0 per cent of 
the total medical manpower in the United States, who have received their trai- 
ning in Canada. Out of this total, there were 3,125 Canadian-born and trained 
doctors. This figure of emigrant physicians constitutes approximately 15.0 per 
cent of the current medical manpower in Canada or the four—year output of 
graduates of all the medical schools in this country. 


There were 1,781 American-born physicians who completed their basic 
medical education in Canada, and 456 doctors trained in Canada but born out- 
side Canada. In addition, there were 356 physicians whose country of birth is 
not given. Most of the foreign-born doctors who were trained in Canada were at 
one time, presumably, immigrant physicians in this country. This figure of 456 is 
relatively small when one considers that during the years, 1950—60, there were 
4,866 immigrant physicians registered by the provincial licensing authorities in 
Canada. In fact, the immigrant physicians who left Canada for the United States 
constitute less than 10.0 per cent of the total figure of immigrant physicians in 


this country. This percentage is lower than that of the Canadian-born physicians 
who emigrated to the U.S.A. 
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a. Movement of U.S. Physicians from Canada 


Table 2—13, which records the distribution of the U.S. physicians, trained 
in Canada, by years since first licensed to practise medicine in the United 
States, indicates roughly the periods during which they left this country for the 
United States. 


TABLE 2-13 


DISTRIBUTION OF U.S. PHYSICIANS TRAINED IN CANADA, BY YEARS 
SINCE FIRST LICENSED IN THE U.S.A., 1962 


Number and Per Cent Distribution and Country of Birth 


Canada U.S.A. Other Country 
Countries Not Given 
pe [= [ee z 
7 A 


No. 
253 


Years Since 
First Licensed 
in U.S. 


Total 


% 
9.4 


Wess @mhan’5e.. s.r 9.4 

S— Oia. eleleve chet eee 315 9.0 55 Tahal 
NOS ease coe Taos 400 10.1 10.7 
pes Ko DP reece ac 297 6.4 9.3 
PAOD. CAS Shee 240 651 10.0 
D5 <= 29 aia aie iote ie onage as 230 Wes 8.5 
BO —S4 Sites) detelsieteh os 245 7.6 
S530 eo aiio cious exes es 430 10.6 
AQFand Ov erin... ccc 279 8.1 
Not Specified ..... 436 14.7 


SSDs 3,125 {100.0 | 1,781 /}100.0 


Source: A.M.A., Circulation and Records Department, Chicago, April 24,1962. 


As for Canadian-born doctors, it appears from Table 2—13 that there was a 
relatively stable outflow of these doctors from Canada during the last forty years, 
although there was a somewhat larger emigration of 400 Canadian doctors in the 
late 1940’s, Since then their number has slightly decreased. On the other hand, 
the number of American-born doctors who were trained in Canada has steadily 
increased during the post-war period. The above table also reveals that their 
number reached a peak during the ‘‘Great Depression’’ of the 1930’s. As for the 
U.S. foreign-born physicians who received their medical qualifications in Canada, 
their number is rather insignificant and it has been constant during the post-war 
years. 


b. Age Distribution 
Table 2-14 provides a distribution of the United States physicians, 
trained in Canada, by age group. 


The median age of the Canadian-born physicians is, for practical purposes, 
almost the same as that of the total physician population in Canada and that of 
the American-born doctors, who, after graduating from Canadian medical schools, 
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left for the United States. About half of the Canadian-born physicians are below 
the age of 45 years, the age when they are capable of carrying the heaviest 
patient-load. It would appear then that there is no particular evidence that only 
young Canadian physicians emigrate to our neighbour in the South. Foreign-born 
physicians, who were trained in Canada, show a slightly higher median age 
because of the fact that it took some years before they obtained the necessary 
medical qualifications in Canada prior to their departure for the United States. 


TABLE 2-14 


DISTRIBUTION OF UNITED STATES PHYSICIANS, TRAINED IN CANADA BY AGE 
GROUP AND COUNTRY OF BIRTH 


Number and Per Cent Distribution and Country of Birth 


Other 
Countries 


Source: A,M.A., Circulation and Records Department, Chicago, April 24, 1962. 


c. Distribution by Sex 


Table 2-15 shows the distribution of these physicians by sex: 


TABLE 2-15 
DISTRIBUTION OF UNITED STATES PHYSICIANS TRAINED IN CANADA BY SEX 


Number and Per Cent Distribution 


Country of Birth Male 


Female Total 


Number Number 


Canada 


3,125 
U.S.A. 


Source: A,M,A., Circulation and Records Department, Chicago, April 24, 1962. 
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Canadian-born women physicians accounted for 6.4 per cent of the total 
number of Canadian-born emigrant physicians to the U.S.A. This percentage is 
almost identical with the 6.6 per cent that the female medical graduates account- 
ed for in the total output of Canadian medical schools during the period 1947—48 
to 1960-61. Evidently, sex is no barrier in the emigration of physicians from 
Canada. A slightly higher percentage of female physicians, born outside Canada 
but trained in this country, is due to the fact that immigrant physicians in 
Canada show also a relatively higher proportion of women doctors. 


d. Type of Employment 


Appendix 2—2 illustrates the distribution of physicians by the type of 
practice and by sex. A summary of this is given in Table 2-16. 


It is noticeable that a high proportion of the American physicians trained 
in Canada engaged in specialty practice or were being trained as residents and 
fellows in some fields of medical specialization. This proportion is higher than 
that for medical manpower in Canada, 


TABLE 2-16 


DISTRIBUTION OF UNITED STATES PHYSICIANS TRAINED IN CANADA, 
BY TYPE OF PRACTICE 


Number and Per Cent Distribution and Country of Sirth 


Other 


Type of Practice? ; 
Countries 


No Specification ... 
Full-time Specialty 
Practices 2. 28s. 
Part-time Specialt 
Practice)... 06 a: 
Interny 2.5. . Bio eres’ ste 
Resident or Fellow. 
Other Full-time 
Staff in Hospital... 


Full-time Medical 
School Faculty ... 


25.0 | 3,107 


1.7 245 4.3 
0.6 138 2.4 
57.3 | 1,049 | 18.3 


57 12.5 14 3.9 519 | 10.1 


att 2.4 1 0.3 131 2.3 


Administrative 

Medicine’ 2 35.5 5,s. 6 BS 1 0.3 49 0.9 
Preventive Medicine Sali 4 lau 156 DF 
Researchers os. ost. a Wes 1 0.3 65 itp 
Retired she oe vases 3.5 32 9.0 Sill 
Not in Practice Wels: 2 0.6 1 


100.0] 356 {100.0 | 5,718 |100.0 


1 These figures include 967 general practitioners (Canada — 457; U.S.A. — 398; Other Countries — 
73; and Country Not Given — 39) who were not shown separately. 


Source: A.M.A,, Circulation and Records Department, April 24, 1962. 
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Approximately one-sixth of the total of Canadian-born and educated physi- 
cians in the U.S.A. served their internship and residency in that country. Most 
of them have a non-immigrant status. It is difficult to assess, however, to what 
extent this training in the United States is responsible for attracting Canadian 
physicians to remain permanently in that country. It is of interest to observe from 
Table 2—17 that the number of Canadian interns and residents trained in 
the U.S. hospitals has remained substantial throughout the years: 


TABLE 2-17 


CANADIAN PHYSICIANS TRAINING IN THE UNITED STATES HOSPITALS 
1954—1962? 


1 Non-immigrant status. 


Source: Open Doors Reports, the Institute of International Education, New York, U.S.A. 


There has been a steadily increasing outflow of Canadian physicians into 
the United States medical school faculties, while the number of American doctors 
teaching in Canadian medical schools is almost nil, probably due to salary 
differentials, inadequate research facilities, and licence problems. This can be 
seen from Table 2-18. 


TABLE 2-18 


CANADIAN PHYSICIANS IN UNITED STATES MEDICAL SCHOOLS AND AMERICAN 
PHYSICIANS TEACHING IN CANADA, 1955—62 


Canadian Physicians | American Physicians 


ES Teaching in the U.S.A] Teaching in Canada 


1958-59 
1959—60 
1960-61 
1961—62 


Source: Open Doors Reports, the Institute of International Education, New York, U.S.A, 
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e. Distribution of Specialists 


Appendix 2—3 indicates the number and per cent distribution of the physi- 
cians by specialty practised. 


Out of 3,125 Canadian-born physicians, 2,364 were classified as speci- 
alists. The largest number were in the following specialties: 
Internal Medicine (352), Psychiatry (349), General Surgery (334), Obstetrics and 
Gynaecology (209), Anaesthesiology (148), General Paediatrics (126), Pathology 
(125), Ophthalmology (114), Radiology (108), and Otolaryngology (104). 


Out of 1,781 American-born physicians who were trained in Canada, 1,222 
were practising as specialists. Their pattern of specialization follows roughly 
that of Canadian-born physicians. Approximately one-half of U.S. foreign-born 
doctors who received training in Canada have been classified as specialists. 


Out of the total of 5,718 U.S. physicians who graduated from Canadian 
medical schools, excluding general practitioners (967), and those who retired or 
are not in practice (578), 4,173 were practising specialties. It is evident that 
for economic and other reasons the United States attracts mainly specialists. 


f. Source of Medical Education Received in Canada 


Appendix 2—4 illustrates in detail where the U.S. physicians received 
their basis medical education in Canada and the years since graduation. Some 
aspects of this problem are illsutrated in Table 2—19, 


TABLE 2-19 


DISTRIBUTION OF U.S. PHYSICIANS, TRAINED IN CANADA, BY COUNTRY OF BIRTH 
AND PLACE OF MEDICAL EDUCATION RECEIVED IN CANADA, APRIL 1962 


Number and Per Cent Distribution of Physicians 
and Country of Birth 


Other 
Countries 


Country 
Not Given 


McGill 
Ottawa 


Source: A,M.A., Circulation and Records Department, April 24, 1962. 
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The medical schools of the University of Toronto and McGill University, 
which have the highest output of medical graduates in Canada, were the two 
schools from with almost half the Canadian-bom physicians who left for the 
United States, graduated. Because of the language barrier the medical schools 
of the University of Montreal and Laval University have supplied a relatively 
small number of Canadian-born physicians for the United States. The same obser- 
vations apply to these medical schools with respect to training of foreign-born 
physicians who emigrated to the U.S.A. The above statistics indicate that about 
two-thirds of American-born physicians trained in this country were graduates 
of McGill University. 


Table 2—20 examines the distribution of physicians by years since grad- 
uation from Canadian medical schools. 


TABLE 2-20 


DISTRIBUTION OF U.S. PHYSICIANS TRAINED IN CANADA 
BY COUNTRY OF BIRTH AND YEARS SINCE GRADUATION 


Number and Per Cent Distribution and Country of Birth 


Other Country 


Graduation U.S.A 
Countries Not Given 
No. 

Besssth anyone ave cetere ie 303 17.0 
Bea Os eel amancetcr’sle ate elie liemecs 282 15.8 
POERTA ap ictacetels slewhe cotets 112 6.3 
US= LOMB oeahits clare ete arenehers 191 10.8 
DOD AAT 2 Patsy cte behexeneteeaweme cate 329 18.5 
D5 2-20) Whe tir oheroves ote sherctanate 259 14.5 
BORSA ak tevens tote aleene deters 160 9.0 
S530 Ver eiaie te ors veer eve eons 84 4.7 
AQDFYandkOver arena vei cer. 61 3.4 
Ota) stores otis fekare 1,781 | 100.0 


Source: A.M,A., Circulation and Records Department, April 24, 1962. 


Table 2—20 suggests that there has been a relatively stable outflow of 
Canadian-born medical graduates into the United States, with a somewhat 
accelerated rate during the post-war years. This latter trend is in contrast with 
the previously established finding of decreasing registration of Canadian-born 
and educated doctors in U.S.A. during the last ten years. This may be explained 
by the growing number of Canadian interns and residents going to the United 
States and who, after completing their training, return to Canada. As for the 
American-born physicians who have studied in Canada, and who presumably after 
graduation leave for the United States, there has been a steadily increasing number 
of them since the 1920’s, except during the years of the Second World War. 
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§. Registration Policies for Citizens of Canada by 
Licensing Boards in the United States 


Medical licensure in the United States, as in Canada, is a ‘‘state right’’, 
i.e., it is entirely under the jurisdiction of the state governments. 
The power to license physicians is exercised through the medical licensing 
board of each state. In addition, there is the National Board of Medical Examiners, 
corresponding in some ways to the Medical Council of Canada, which also issues 
certificates after special examination. The National Board admits to its examina- 
tions only students from approved medical schools in the United States and Canada. 
This Board is not, however, a licensing body. 


Appendix 2—5 highlights the principal features and requirements for 
licensure of Canadian physicians and shows the location of the U.S. physicians, 
who graduated from Canadian medical schools, as of mid—1959, 


There are 55 legally constituted medical examining boards, which have an 
authority to issue medical licences, 


All but two (Alabama and Illinois) state medical boards accept graduates 
of Canadian medical schools for licensure by written examination on the same 
basis as graduates of approved medical schools in the United States. Fleven 
states accept Canadian registration to practise medicine by reciprocity and 
endorsement of credentials. Some differences exist between state licensing 
boards with respect to American citizenship requirements for candidates from 
Canada. Twenty states require full U.S. citizenship, 18 states require a candidate 
to declare his intention of becoming an American citizen (two of which issue a 
temporary licence renewable for five years or until full citizenship is obtained) 
and 15 state licensing boards have no citizenship requirement.’ 


It is of interest to note that in 1961, out of 198 candidates from medical 
schools in Canada, 175 passed and 23 or 11.6 per cent failed the state boards’ 
examinations. The percentage of failure for students from the U.S. medical 
schools was 2.8 per cent. There were no failures among the 75 Canadian can- 
didates who took the examinations in 1961 before the National Board of Medical 
Examiners.? 


6. Deaths of Canadian Physicians 


An analysis of deaths of physicians has a direct bearing on the problem 
of replacement in the profession and it may indicate the extent to which 
physicians, while protecting the health of their patients, have not succeeded in 
protecting themselves. The untimely death of physicians constitutes a con- 
siderable social and economic loss to a community because of the large invest- 
ment in their education. 


1 «¢Medical Licensure Statistics,’? The Journal of the A.M.A., Vol. 180, June 9, 1962, p. 856. 
2 Ibid., p. 848. 
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a. Deaths of Physicians by Age Group at Death 


In order to show the reduction in the medical manpower each year 
through death, the recorded number and percentage distribution of deaths, by 
age groups at death, for the years 1926—61 inclusive, are set out in Appendix 
2—6 and Appendix 2—7 respectively. 


Table 2—21 summarizes the statistical data of the above appendices and 
provides a comparison with the Canadian male population of 20 years and over. 


The physicians, like the population in general, now live longer than 
forty or fifty years ago. Consequently, with the aging physician population, the 
percentage of deaths in the younger age groups, 20—24 and 45—54, has dropped 
in most of the five—year periods during the years under examination, while in 
the older age groups, 65 and over, there has been a rise in the percentage of 
deaths. This was particularly noticeable in the age group of 75 and over, whose 
percentage has increased from 19.1 in 1926-30 to 35.0 in 1956—61. The same 
trend of a rising age at death applies to the male population in general. 


The average age at death of physicians has been steadily increasing from 
60.8 years in the period 1926—30 to 66.4 in 1956-61. The latter figure was 
below the 67.8 years for the male population of 20 years and over during the 
same period, 1956—61. Thus, an over-all mortality experience of physicians is, 
by no means, more favourable than that of male population in general. It 
would appear that the physicians give their patients the same quality of medical 
care as they receive from their own professional colleagues. 


Table 2—21 also reveals that the percentage of deaths of 
physicians in the lower age groups at death, 20—24 and 25—H, is below that 
of the male population. This part may reflect better physical conditions and more 
favourable social and economic status of the physicians as compared with those 
of male population in general. Later in life, physicians have slightly higher 
death rates probably because of irregular hours and strain involved in their work. 


b. Death Rates 


Table 2—22 examines the death rates of physicians and male 
population of 20 years and over during the years 1951-1961. 


Once again these data suggest that physicians enjoy no particular advan- 
tage in counteracting the law of nature as compared with the male population in 
general. In fact, the data available indicate a slightly higher death rate of 
physicians. The eleven—year annual average rate of death per 1,000 physicians 
amounted to 14.6 persons as compared with 13.4 persons for the male population 
of 20 years and over in Canada. These data indicate that Canadian medical 
manpower is reduced by 1.5 per cent per annum, or about 300 new physicians 
must be provided a year to satisfy the replacement needs of the medical profes- 
sion. This figure amounts to one-third of our current output of medical graduates 
in Canada. 
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TABLE 2-22 


DEATH RATES PER 1,000 CANADIAN PHYSICIANS AND MALE POPULATION 
OF THE AGE OF 20 AND OVER, 1951—61 


ny a re Death Rates per 1,000 
Estimated Number 
Weer Number ee Naathe ot Male Population 

Doctors) Physicians Physicians of 20 Years 

ie (Dec. 31) and over(2) 
POS TC Cue) teter-rereks 14,325 226 15.8 13.6 
DODD cosors eyes hevesecs-s USS 236 1536 13.4 
LOSS eects le reves = ersrs 15,829 254 LOaL 13.4 
WOSAM res ssc ere reane ss 16,431 249 1522 13.0 
LOSS ate eietoners aleterers PP! PET) 16.1 Sid) 
O56 sieercteteteteher sae 2 17,871 295 16.5 L333 
LOS iieieteks tere cfeietehetars 18,523 264 14.3 SHS) 
SEES Gb ode So UO OS 19,096 250 sya Shs} 
MS OES Ac Dayenehe whore 19,800 2M Wil,y SBS) 
ISICON aa commie Siow 20,517 252 WARS} 13.5 
VOGAyerctorsexeuntene aioe 21,290 309 14.5 S25 
Average ..... 257.5 14.6 13.4 

He = 


Sources: @) C.M.A,’s Survey of Provincial Licensing Authorities except for 1951 and 1961, which 
were based on Census data; 


@) D.B.S., Health and Welfare Division, Vital Statistics Section. 


c. Causes of Death Among Physicians 


The principal causes of death among male population of 20 years and over 
in Canada include cardio—vascular disease, cancer, accidents and violence, 
influenza, bronchitis, pneumonia, tuberculosis, cirrhosis of liver, and diabetes 
mellitus. The order of importance of these diseases varies with age group. 


American studies? show that the leading causes of death among physicians 
are somewhat different from those among the male population. Thus, one author 
suggests that physicians have high mortality as compared with males from: 
leukemia, biliary calculi, gall bladder disease, cerebral hemorrhage, diseases 
of the heart and coronary arteries, arteriosclerosis, cirrhosis of liver, pneumonia 
and influenza, and diabetes mellitus. Compared with the male population the 
physicians have lower death rates from most infectious diseases, surgical 
conditions, cancer, hernia and accidents. 


The differences in causes of death among physicians compared with those 
of the general male population may be due to the physicians’ special knowledge 


1 D.B.S., Vital Statistics 1960, Table L., p. 35 


? Frank G. Dickinson and Everett L. Walker, ‘‘The Leading Causes of Death Among Physicians,’? 
The Journal of the A.M.A., Vol. 139, April 23, 1949, pp. 1129—31; Louis I. Dublin and Mortimer 
Spiegelman, Longevity and Mortality of American Physicians, 1938-1942, The Journal of the 
A.M.A., Vol. 134, August 9, 1947, pp. 1211—15; and Louis I, Dublin, Mortimer Spiegelman and 
Roscoe G, Leland, ‘‘Longevity and Mortality of Physicians,’’ Post-graduate medicine, Vol. 2, 
September 1947, pp. 188—202. 


S Dublin, Spiegelman and Leland, op. cit., p. 193, 
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and skills, early recognition of some diseases, like tuberculosis or cancer, their 
willingness to follow the therapeutic procedures required, and also to certain 
occupational hazards, no doubt. This experience of physicians emphasizes 

the importance of the early diagnosis of an illness for the public in general. 

A comprehensive study of the leading causes of death among Canadian 
physicians may lead to the discovery of effective preventive measures. 


7. Retirement of Physicians 


It is difficult to establish the total number of physicians, who have 
retired from ‘‘active’’ medical practice, and to indicate, even approximately, 
an annual rate of retirement from the medical profession. A doctor may retire 
partially and still continue to practise for many years on a part-time basis; 
he may retire temporarily; or he may pursue other than medical activities. In 
addition, the reporting of retirement is often delayed because though a doctor 
is not ‘‘active’’ he has not revoked his provincial registration. Besides, the 
number of doctors retiring depends on factors such as economic conditions, 
the secular trend towards a larger proportion of older physicians, and a 
deduction of contributions made to registered pension plans for income tax 
purposes. 


Probably, the age of 65 may be considered to be a normal retirement age. 
Thus, approximately, the proportion of physicians in that age group to the total 
physician population would indicate this retired group at a particular point of 
time. Whatever the proportion may be, there is some statistical evidence which 
suggests that 6.0 per cent of the total physicians in Canada may constitute a 
group of retired physicians.’ 


1 Canadian Medical Procurement and Assignment Board in its ‘‘Report of the National Health 
survey’’ has indicated that out of a total of 9,244 physicians in civilian life in Canada in March, 
1943, 615 or 6.7 per cent were retired; Department of National Health and Welfare in its 1946 and 
1947 ‘‘Survey of Physicians in Canada’? has reported 5.0 and 5.6 per cent respectively; and, ona 
provincial basis only, the data provided by the Provincial Medical Board of Nova Scotia in its 
brief to the Royal Commission on Health Services, would indicate a figure of 7.1 per cent as of 
mid—1961. 
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CHAPTER III 


Canadian Medical Graduates and Students 


As medical schools are the principal source of production of doctors, their 
activities from the quantitive viewpoint are important in an analysis of the past 
trends in enrolment of students, in output of medical manpower and in projecting 
future supply of medical graduates in relation to the size of population and other 
factors. In general, the number of physicians available at any time depends pri- 
marily upon the balance between the number of medical graduates each year and the 
loss in medical manpower due to retirement, migration and death. It should be noted 
that the number of medical graduates fluctuates from year to year because the num- 
ber of students entering medical schools at any time is influenced by social, eco- 
nomic and other considerations. Consequently, the current number of medical gra- 
duates largely depends upon these factors as they operated when these graduates 
entered medical school. 


1. Graduates of Canadian Medical Schools 


a, Trends in Output of Medical Schools 


Appendix 3—1 shows the number and percentage distribution of graduates of 
Canadian medical schools, by school, during the post-war years, 1944—45 to 1961— 
62. It should be noted that the University of Ottawa produced its first medical 
graduates in 1951, the University of British Columbia in 1954 and the University 
of Saskatchewan in 1957. Appendix 3—2 provides a detailed breakdown of the num- 
ber of graduates of medical schools for the period 1910 to 1961 and, by sex, for the 
years 1947—48 to 1960-61. 


Table 3—1 indicates the relative output of the twelve medical schools dur- 
ing the post-war years. 


During the period under review, the 12 medical schools have supplied 
14,146 medical graduates or an average of 785 physicians per annum, The larg- 
est contributions to this total have been made by the medical schools of Toronto, 
McGill, Laval and Montreal. 


The average annual output of medical graduates and the corresponding per- 
centages indicate the actual productive capacity per year of the medical schools 
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TABLE 3-1 


NUMBER AND PER CENT DISTRIBUTION OF GRADUATES 
OF CANADIAN MEDICAL SCHOOLS, BY SCHOOL, 1944—45 TO 1961—62 


Annual Per Cent of 

Medical School Number of Per Cent Average Total Annual 

Graduates of Total Output Average Output 
Dalhousie cr cece os 847 6.0 50 5.9 
Waviall eS eveicvere (aie. cote 1,869 13.2 104 12.1 
Montrealiini.)steistcre ene 1,616 11.4 90 10.6 
MeGillor sire rere «cies ots 1,924 13.6 107 12.5 
Ottawar eissaecie evereiste 544 3.8 45 5.3 
Queemise jess. sess 891 6.3 52 6.1 
MOronto, ssyeraieve eres 2,763 19.5 154 18.0 
Western Ontario .... 1,019 UDP S7 6.7 
Manitobal) aise a 1,140 8.2 63 7.4 
Saskatchewan ..... 181 1.3 30 335 
Albertans, «cotsicpe: delece 894 6.3 50 5.9 
British Columbia ... 458 3.2 51 6.0 
Canada) are cyon 14,146 100.0 853 100.0 

(785 annual 
average) 


Me 


Source: Education Issues of the Journal of the American Medical Association. 


during the post-war years. The same four medical schools show the highest pro- 
ductive capacity. 


On the assumption that the medical graduates have located in the regions in 
which medical schools are situated and ignoring the fact that American and other 
foreign medical graduates, who completed their training in Canada, left this coun- 
try, Table 3—1 would indicate that Dalhousie University, serving mainly the 
Atlantic region, provided 6.0 per cent of the total medical graduates in Canada 
during the period of 1945 to 1962. With an annual average of 5.9 per cent of actual 
productive capacity of the 12 Canadian medical schools during the same per- 
iod, it serves the population of this region, which ranged from 9.7 per cent of the 
total Canadian population in 1945 (excluding Newfoundland’s population) to 10.4 
per cent in 1962. 


The three medical schools (Laval, Montreal and McGill) located in the Pro- 
vince of Quebec provided 38.2 per cent of the total medical graduates during the 
period under review and with an annual average of 35.2 per cent productive capacity, 
served the population of the province, which ranged from 29.8 per cent of the 
total population of Canada in 1945 to 28.8 per cent in 1962. 


The four medical schools (Ottawa, Queen’s, Toronto and Western Ontario) 
located in Ontario provided 36.8 per cent of the total medical graduates during the 
years 1945 to 1962 and with an annual average productive capacity of 36.1 per 
cent, met the demand for new physicians of the province, which ranged 
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from 33.1 per cent in 1945 to 34.2 per cent in 1962 of the total population 
of the country. 


The three medical schools in the Prairie Provinces provided 16.0 per cent of 
the total medical graduates of Canada during the years 1945 to 1962 and with an 
annual average productive capacity of 16.8 per cent, served the population of 
Manitoba, Saskatchewan and Alberta, which ranged from 19.5 per cent in 1945 to 
17.5 per cent in 1962, of the total Canadian population. 


Finally, the medical school of the University of British Columbia provided 
3.2 per cent of the total medical graduates of Canada and with an annual average 
of 6.0 per cent of the actual productive capacity of medical manpower in Canada, 
met the demand for new physicians of the population of British Columbia, Yukon 
and Northwest Territories, which ranged from 8.0 per cent in 1945 to 9.1 per cent 
in 1962, of the total Canadian population. 


This analysis would suggest that the Atlantic Provinces and British 
Columbia have experienced an inadequate supply of medical graduates from the 
medical schools located within their boundaries, This implies either the necessity 
of having a less favourable physician—population ratio or having this situation 
ameliorated through a greater reliance on immigrant physicians or dependence on a 
supply of physicians from other regions of Canada, These observations apply also 
to the Prairie Provinces though to a lesser extent. 


Partially coincident with a population increase from 7.2 millions in 1911 to 
18.5 millions in 1962, the annual output of graduates of 8 medical schools in 
Canada in 1911 numbered about 300, and in 1962 from 12 medical schools about 
850. During the last few years our medical schools have been producing, relatively 
to the size of population, almost the same number of doctors as that produced 50 
years ago when the effective demand for medical services was determined by a 
lower standard of living and by the lower status of medical science. It seems that 
the production of medical graduates is related to the physical and financial capac- 
ity of existing medical schools rather than to the requirements of our society. The 
association of Canadian Medical Colleges finds that ‘‘... the medical schools of 
Canada do not graduate the number of physicians necessary to provide adequate 
medical service for our citizens, and that there is no current provision of in- 
creasing the volume of graduates as the population expands.’”? 


Table 3—2 shows the number of medical graduates of Canada per 100,000 
population over the period of 1911 to 1962. 


In 1943 the medical schools accelerated their time-tables to meet the war- 
time demand for more physicians. Under this accelerated teaching programme each 
medical school, on the average, graduated one class every eight months. The 
speed-up plan did not increase the total student registration because the schools 
were still enrolling one first-year class in each calendar year, but it did produce 
trained doctors in a shorter period of time. The growing demand for doctors in the 


1 A brief from the Association of Canadian Medical Colleges, April 1962, submitted to the Royal 
Commission on Health Services, p. 1. 
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TABLE 3-2 


GRADUATES OF CANADIAN MEDICAL SCHOOLS 
PER 100,000 POPULATION, 1911—1962 


Medical 
Wear Medical Population Graduates 
Graduates (?000) per 100,000 
Population 
LOMB avatet ofel cheveetatens Sia tetelle: ve teloletelstale : 307} 752077 
OBI ooo Gon GW Solos GD saad oA Hibie 364+ 8,788? 
ICKY Dae gee Miele oh ehda tects shake « niet 475? 10,377? 
TOA TS Merve tate stars ore acore es MS Oo Dio COO 562 11,507? 
ey Oe 6 onion. OU OOOG Ob ADCO CONGO O BO 539 11,637 
UG AS eer etel sieisve oxeloleie.s/e ls DOA GS COUOOD 496 11,795 
WOAAT ercrsteters AAO cee Bowne de S.C Asta t 523 11,958 4.4 
LAS Waraterstal eter chsreleleretere SOOTEQE. COORD 769 12,102 6.4 
POAC gerenaleteretens cove Sates tte odo Goa 513 12,283 4.2 
WOA Je trecsteteteiebetels. cleve aieieye exe e.ers AO OOD 567 12,558 4.5 
AOAS Waaratel clei cleteic ec) <talele eberer erase o etietere 632 12,859 4.9 
ADAG erate stelclsre ore relevonshellsl eletelaies eletsists 679 13,447 Sy | 
TO 5Omeercteeietsretere cree cretercte ctoreccvelerarenene 791 13,712 5.8 
B99 tan sire cae By oP rae ry ae elt Si 858 14,009? 6.1 
NO EPS oGoogass ai clerercrens 500 OO OODTOTOL 783 14,459 5.4 
NOSSieate cietetoqarel ester ctelers aheveisnacsuetere olen 825 14,845 5.6 
CRY Ge -siaheooaod S6uO t.aoo cmon? 896 15,287 5.9 
TOSSmetrecrerreneteidekers steve iets OOOO 0 Cac 894 15,618 BY f/ 
LOSG Mravetateletahcislcretersisieteyeisverorel crete 56100 816 16,080 Syil 
LOS Jats ovale ciate chale st atevsneiets oterctoters ees cre 893 16,610 5.4 
NORE oa cop cGonnooe.noo GOddo.r aietevete 836 17,080 4.9 
NOS Orareraeleler serene SOO GA AaChUeS oto 859 17,483 4.9 
ULL ha O.O0.0 Gd Coe D108 COS Sota OOS 863 17,870 4.8 
TOG eievelerens es ais atetate ctete ‘cloneto-ovorenaterere 834 18,238? 4.6 
Me ees MiG GOO OURPOEL OOD Oboe aeveneee 838 18,570 4.5 


- Three-year average (including preceding and following year). 
2 


Census data: 1942—1950 and 1952—1960 population figures are based on Dominion Bureau of 
Statistics intercensal estimates of population as at June 1 for the years concerned: Population 
Estimates, Age and Sex, September, 1962, DBS, Census (Demography) Division, Reference 
Paper, Catalogue No. 91—506. 


3 Medical graduates as reported in Education Issues of the Joumal of the American Medical 
Association. 


armed forces was facilitated through the introduction of the Army enlistment plan, 
under which the future medical officers were financially assisted during their 
medical studies. In 1945 as a result of this programme five medical schools 
graduated two classes of physicians in one calendar year. In that year there were 
6.4 medical graduates per 100,000 population, which was the usual average output 
of the Canadian medical schools. 
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Table 3—2 indicates that from 1950 to 1955 the figures of medical 
graduates per 100,000 population were generally higher than in the preceding and 
following years. This evident increase in productivity of our medical schools was 
the result of the backlog of six years of veterans that was imposed on the normal 
number of graduates during other periods. This would suggest that with the 
disappearance of this factor, there were not enough young Canadians applying for 
admission to medical schools in more recent years, i.e., the post-war influx of 
students subsided in the early 1950’s, 


b. Female Medical Graduates 


Table 3—3 indicates the number and percentage of female medical graduates 
in Canada during the pre-war decade 1929—30 to 1939—40 and during the post-war 
period, 1947—48 to 1960-61. 


TABLE 3-3 


DISTRIBUTION OF GRADUATES OF CANADIAN MEDICAL SCHOOLS 
BY SEX, 1929—30 TO 1938—39 AND 1947—48 TO 1960-61 


Medical Graduates 


Year Per cent Per cent 
of Total Female of Total Total 
es 

TO2Z9=30 ri cctes ces sete ere e's cles 497 

T9O30= 3 i aie eisiers ehaksisieuclenckolste sis 544 96.8 18 Sy 562 
TOS TSS Dies rege ekekel ol ckeleieicheicievercvereve 528 96.5 19 S25 547 
NOS Dames Sietelerciecisierctacs cies clsie.s ee 538 95.5 25 4.5 563 
TOSS a=S 4 eiercteleteterslatelsle ete eve eielcre 526 96.1 21 3.9 547 
NEB YS GG bot.6 OO. 5 OGD OOD OE 453 96.4 17 3.6 470 
MOSS — 36s a oa apateiehetavaievs, 0.0.0 saeveus's 450 95.1 23 4.9 473 
NOSG == s)Metatet cere crcretove re’ onareneisre vas 486 95.7 22 4.3 508 
ROS 7 — Somes stare rereterece ts ee ici s. shevece 477 97.0 15 3.0 492 
T9358 —=—39) aisicletsretete ces AcIS dopo tec 468 94.9 25 Gol 493 
WO47 AS reece e ercrs eienatereieveretete 583 92.2 49 7.8 632 
POAC AQT cove cictel ateleretete.ate se ovalele 621 91.5 58 8.5 679 
VOAG= SO ects stcrecte Bb ais etctievG fo: ote 746 94.3 45 Sed 791 
EOS 0 = S 1 oca cnehevtusieiers.c eWarelokeisvaners 795 92.7 63 as 858 
ESI LEC ReGiGea cota Oo Meoloveneioie 747 95.4 36 4.6 783 
TOSDES Srl clecuctereteeresete: sl cletelelele'e 779 94.4 46 5.6 825 
TOSS = SA4re apetalaterctavs lave, sietetarese Ac 836 93.3 60 6.7 896 
1054S ira cre ateleteele atevacieeacis's 835 59 6.6 894 
MOSS ==SOGsretererateterets els, eleleleicicle sic 763 6.5 816 
VOS6—Si7isrletets: ore OO CO SIO OEPBIO eS 829 ieee 893 
TOS 7a 58 tererenckereieis, « AD DIAN OOOO 793 Sol 836 
NOS S me SO ran ciarcvere ts crete ise, on4) oi0,0..0,6 808 5.9 859 
TOS9SGOhscs sss cscs sie ale sveletele tes 798 863 


1960—61 2. ccc c csc cccncccees 


Sources: Canadian Medical Procurement and Assignment Board, Report of National Health 
Survey 1945, Appendices 9 and 10, 


Education Issues of the Journal of the American Medical Association. 
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During the pre-war decade of 1929-30 to 1938-39, the total number of 
graduates of Canadian medical schools was 5,178, of which 211 were females. 
This constituted 4.1 per cent of the total medical graduates. From 1947—48 to 
1960—61 there were 11,459 graduates, of which women accounted for 755 or 6.6 
per cent. 


c. Country of Residence of Medical Graduates 


A survey of Canadian medical schools conducted by the Royal Commission 
on Health Services provided some information as to the country of residence at 
the time of graduation of medical graduates over the period 1948 to 1962. Appen- 
dix 3—3 contains detailed statistical data on the number and per cent distribution 
of medical graduates, Canadian and foreign, by medical school from 1947—48 to 
1961-62. An analysis of these data clearly indicates a steady increase in abso- 
lute and relative figures of graduates of Canadian medical schools, who came from 
other countries. Table 3—4 summarizes this finding. 


TABLE 3-4 


FIVE-YEAR AVERAGE NUMBER AND PER CENT DISTRIBUTION OF 
GRADUATES OF CANADIAN MEDICAL SCHOOLS WHO CAME FROM 
OTHER COUNTRIES, 1947—48 TO 1961—62 


Graduates of Canadian Medical Schools 
who came from Other Countries 


Five-Year Period 
Average per cent of Total 


Average Number Medical Graduates in Canada 


1947—48 to 1951—52 ......... 37 5.5 
1952753) tor 195657 cere ss. ciakans 74 8.6 
1957—58 to 1961-62 ......... 105 12.3 


This increase in foreign-born Canadian medical graduates from the middle of 
the 1950’s corresponds to a relative decline of Canadian-born students entering 
medical schools, In other words, the medical schools have filled the existing va- 
cancies with foreign students. Presumably, this trend need not continue provided 
that there is an increase in applications from Canadian-born candidates, 


Table 3—5 shows the extent to which various medical schools in Canada 
provided education to graduates who came from other countries over the whole 
period under review. 


Out of 12,218 medical graduates of Canadian medical schools during the 
period from 1948 to 1962, there were 1,078 graduates, or 8.8 per cent of the total 
who came from other countries, of whom nearly 800 were from the United States. 
The two French-language medical schools, Laval and Montreal, accounted for a 
very high proportion of graduates whose country of residence was Canada. Almost 
half of the graduates who came from other countries received their education at 
McGill University. The University of Ottawa was next in providing its facilities 
for foreign graduates. 


CANADIAN MEDICAL GRADUATES AND STUDENTS 63 


TABLE 3-5 


NUMBER AND PER CENT DISTRIBUTION OF GRADUATES 
OF CANADIAN MEDICAL SCHOOLS, BY COUNTRY OF RESIDENCE 
AT THE TIME OF GRADUATION AND BY SCHOOL, 1947—48 TO 1961—62 


Country of Residence 


British Other 
Medical School Commonwealth Countries 
— 
Per 
Cent 
Dalhousie ...... 694} 93.2 
DVavalerannictcc ces 1,621] 96.9 5 Sal 
Montreal ....... 1,423] 97.9 18 ed 
McGill n.. eete the 977| 59.2 513 Sp ist 
Ottawa erste ct 469| 85.3 69 1255 
Queen's .....2.%. 687] 94.5 38 5.3 
WMOPTONCO! ei 5 otarerere DyQZa Oak 29 Ls 
Western Ontario . 863| 98.4 14 1.6 
Manitoba ....... 812] 95.6 9 Peat 
Saskatchewan .. 172] 94.0 7 3.8 
Alberta® ....0 on’. 750| 99.5 2: 0.3 
British Columbia 450| 95.9 9 1.9 
Canada ...|11,140| 91.2 | 787 6.4 


Source: Survey of Medical Schools by the Royal Commission on Health Services, 1962. 


It is generally accepted that foreign graduates do not remain in Canada to 
practise medicine. On the assumption that a four-year medical course costs a med- 
ical school approximately $12,000 per student, it would appear that Canadian med- 
ical schools have spent between $12.0 to $15.0 million in training foreign 
medical graduates over the last 15 years. 


2. Medical Students 


This section is concerned with an analysis of the trends in the enrolment of 
medical students during the post-war years, 1947—48 to 1961-62. This enrolment 
is related to the total university student enrolment, total population of Canada and 
to the population of the University age group, 20—24. It is followed by a discuss- 
ion of the distribution of medical students by sex and year of course. A special 
survey of Canadian medical schools provided useful data concerning the geog- 
raphical source of first-year medical students by province and country of origin. 


1 Briefs from the Faculty of Medicine, Dalhousie University, p. 3, and the C.M.A., British Columbia 
Division, p. 38, submitted to the Royal Commission on Health Services, reported that medical 
education, being the costliest of all types of university education, now averages approximately 
$3,250 to $4,000 per year per student, In the above calculation an average figure of $3,000 per 
student was taken, 
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a, Trends in Student Enrolment 


Table 3—6 indicates trends in enrolment of medical students and other 
university students per 100,000 population in Canada. 


TABLE 3-6 


MEDICAL STUDENT ENROLMENT AND TOTAL UNIVERSITY STUDENT ENROLMENT 
PER 100,000 POPULATION, CANADA, 1947—48 to 1960—61 


Total University 
Student Enrolment 
Minus Medical 
Student Enrolment 


Medical Student 
Enrolment? 


Total University 
Student Enrolment 


Popula- 
tion 
7000 


Year 


100,000 100,000 a 100,000 
1947—48....... 78,205 623.1 75,105 598.4 12,551 
1948-49 ....... 3,233 74,797 71,564 | 558.1 12,823 
1949-50 ....... 3,278 24.4 68,480 65,202 | 484.9 13,447 
1950-51 ....... 3,489 25.4 63,942 466.3 60,453 | 440.8 13,712 
1951-52 ....... 3,458 24.7 59,634 425.7 56,176 | 401.0 14,009 
1952-53 ....... 3,444 23.8 59,826 413.8 56,382 | 390.0 14,459 
1953-54 ....... 3,643 24.5 60,737 408.9 57,094 | 384.4 14,845 
1954-55 ....... 3,589 23.5 64,669 423.0 61,080 | 399.5 15,287 
1955—S6 ....... 3,651 23.3 68,768 438.0 65,117 | 414.8 15,698 
1956=—57".)001. 0 « 3,655 22.7 72,624 451.6 68,969 | 428.9 16,081 
NCEY/Et) Go aooas 3,686 22.2 80,443 484.3 76,757 | 462.1 16,610 
1958-59 ....... 3,668 21.5 88,006 515.3 84,338 | 493.8 17,080 
1959-60 ........ 3,549 94,928 542.9 91,379 | 522.6 17,483 
1960—61....... 3,508 105,911 102,403 17,870 


1 Excludes pre-medical, postgraduate students and fifth year undergraduate interns (at Dalhousie, 
Laval, and Montreal), 


Source: Medical student enrolment has been computed from the Educational Issues of the A.M.A. 
Joumal. Total university student enrolment has been computed from the files of Higher 
Education Section, Education Division, DBS. 


This table indicates that while the number of medical students remained rela- 
tively stable around 3,500 during the last decade, the number of medical students 
per 100,000 population steadily decreased from 25.4 in 1950—51 to 19.6 in 1960— 
61. Thus the recruitment of medical students did not keep pace with the growing 
population of Canada. In fact, since 1957—58 the absolute number of medical 
students has declined although in the last few years there was an increase in the 
number of students entering medical schools, but it is not possible as yet to deter- 
mine whether or not this increase represents the beginning of a new trend towards 
higher registration in our medical schools.! However, a noticeable increase in 
arts and science students, which began some years ago, reached the professional 
schools in 1960 and 1961. Consequently, one can expect some increase in medical 
student enrolment in the coming years. The immediate post—war years showed a 


1 First year enrolment has increased from 946 in 1959—60 to 1061 in 1962—63 and 1086 in the 1963—64 
academic year, 
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relatively high ratio of total university student enrolment per 100,000 population. 
This ratio gradually declined from 623.1 in 1947—48 to 408.9 in 1953-54, but 
since then it increased very rapidly until in 1960—61 it reached almost the im- 
mediate post-war years’ level, being 592.7. Taking 1953—54 as a base year, 
Table 3~7 shows by way of an index of enrolment the trends in medical student 
registration as contrasted with total university student registration in the period 
under review. 


TABLE 3-7 


INDEX OF MEDICAL STUDENT AND TOTAL UNIVERSITY STUDENT ENROLMENT 
(1953-54 = 100) 


Total University 
Total University | Student Enrolment 
Student Enrolment Minus Medical 

Student Enrolment 


Medical Student 
Enrolment 


Year 


eileholel'e jotetesiiele . . 128.8 131.6 
1948 = 49 oon 6 cece cece wes 88.8 123.1 125.3 
CY bE 5 SaOnInO OF GOO OIOOC 90.0 112.8 114.2 
NOUS boasndodadgosogoeseT 95.8 105.3 105.9 
1951—52 2.2.2... siaralavetelels/©'s\ <1 94.9 98.4 98.5 
NEE YFSS) Go uGoccdor AS ACBOO OC 94.5 98.5 98.8 
LOD S94 ay. wh aaa sls eee annals 100.0 100.0 100.0 
HOLY LAOS! hasnodanonondudcdee 98.5 106.5 107.0 
LOS 5 —SOmepetcdsle'lsiclecaccsekers/ susie, sl 100.2 113.2 114.1 
1986 = 575 ives oss exej° Sialelelsiessolee)s 100.3 119.6 120.8 
NOH as oadclodddboSbgadnad 101.2 132.4 134.4 
LOSS—5O Mere valet tareisre rere cles 100.7 144.9 147.7 
ISI) Sooscososoadc0GGd0c 97.4 156.3 160.1 
US GO=Oliiarorerel ela) stialele! s/elefe) s) s1e 2's 96.3 174.4 ys 179.4 


Total university student enrolment increased by almost 75.0 per cent by 
1960-61 as compared with the total registration of the university students in 
1953—54. Medical student enrolment, however, actually declined being almost 4.0 
per cent less than in 1953-54. It appears obvious that a medical career is 
becoming less attractive to university students. It may be difficult to estimate 
accurately what the actual number of medical students should be to satisfy the 
nation’s needs for doctors, but, it seems clear that some means must be devised to 
attract young men and women of suitable intellectual and other characteristics to 
study medicine. The problem of recruitment of medical students becomes one 
aspect of the over-all requirement for additional physicians. 


Appendix 3—4 indicates the percentage of medical student enrolment to total 
university student enrolment by sex, for the years 1947—48 to 1960-61. It shows 
that from 1953-54 this percentage has gradually declined from 6.0 to 3.1 in 
1960-61. This decline is particularly pronounced in the case of men. In 1953-54, male 
medical students accounted for 7.2 per cent of total male university student 
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enrolment, while in 1960—61 this percentage declined to 4.4. As for female 
medical students this percentage remained relatively stable, i.e., about 1.5 of the 
total female university student registration in Canada. 


Another way to asses the trends in the registration of medical and total 
university students is to relate such registration to the population of the university 
age group, 20—24. Appendix 3—5 shows medical student enrolment and total 
university student enrolment per 100,000 population of university age group, by 
sex, for the years 1947—48 to 1960—61. These data are essential in projecting the 
future supply of medical students in this country. 


Enrolment of male and female medical students per 100,000 population of 
university age group 20—24, decreased from 353.2 in 1947—48 to 328.1 in the 1955— 
56 academic year and then it has steadily declined, particularly in 1959-60 and 
1960—61 to 297.9 in the latter year. There has been, however,some increase in 
female medical student enrolment. In 1947—48 there were 233 female medical 
students or 42.3 per 100,000 female population of the university age group and the 
figures for 1960-61 were 379 and 64.2 respectively. This trend was in line with a 
general increase in total female university student enrolment, which has increased 
from 2,573.6 per 100,000 female population of the university age group in 1947—48 
to 4,457.9 in 1960—61. As for male medical students their enrolment in 1953-54 
amounted to 617.0 per 100,000 total male population of the university age group 
and it gradually declined to a level below 600 in 1960-61. This trend was in sharp 
contrast with the enrolment of the total male university students. In 1953-54 
there were 8,587 university students per 100,000 male population of the univer- 
sity age group, but in 1960—61 the figure stood at 13,545 persons. These 
findings confirm the conclusions arrived at be relating the enrolment of medical 
and total university students to the total population in Canada. 


b. Distribution of Medical Students by Sex 


Table 3-8 shows the number and per cent distribution of medical students 
by sex for the years 1947—48 to 1960-61. It confirms a slightly decreasing 
proportion of male students and increasing proportion of female students. The 
latter accounted, on the average, for 6.9 per cent of the total number of medical 
students during the period under review. During the years 1959-60 and 1960-61, 
the corresponding figures were 8.9 and 9.8. 


It seems that women have greater difficulties in gaining admission to 
medical schools than men although in more recent years more women have been 
admitted. This may be due to the fact that a smaller proportion of men are apply- 
ing to medical school. One writer mentioned some of the prejudices against 
female medical students. ‘‘There is a widespread feeling that women medical 
students do not make as good use of their medical training as do men because 
of marriage and child-bearing. This tends to make standards for acceptance of 
women more vigorous than for men; grades must be excellent; there is a tendency 
to accept only those women of attractive appearance and to reject girls who 
appear immature or women older than the usual age of admission. Little 
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TABLE 3-8 


NUMBER AND PERCENTAGE DISTRIBUTION OF MEDICAL STUDENTS BY SEX 
1947—48 TO 1960-61 


Male Female 
Year Total 
Number Per Cent [ Number Per Cent 

VO ATi AS ce coh etatohae: sia tah eile oes 2,867 92.5 233 ies 3,100 
WO4 SAO ie. choke Pecdcccucce 0 Bre Ge 3,017 93.3 216 6.7 3,233 
194950 .di shee ieuds oe aes Bile sad 3,249 94.3 198 Shyl 3,4471 
TOS OSA ae ceeteteasio.cie 5 SUeWeNO cis sess 3,469 94.2 214 5.8 3,683? 
LOS TES Dy las ofelovoerersctsrette tier elas 3,247 93.9 DAL 6.1 3,458 
VOSS DSS toes eeveNeter sia cs eee arsics 3,220 93.5 224 6.5 3,444 
LOS 354. aya rchetetatere. « scape liste © oat 3,410 93.6 233 6.4 3,643 
TOS 455 oe pcheteuciske seit The 0.48 3,365 93.7 224 6.3 3,589 
TOSS =O) cs coy shatatetevausl « Ba tatone «. -<:/0 3,449 93.7 232 6.3 3,681° 
VO SGASi7 ee: otc chele Vettel ie nie rena eos 3,419 93.5 236 6.5 3,655 
95 JSS 8 kins syohetebe eierevesecs lee etae os 3,427 93.0 259 Te 3,686 
LO5S82 59) 2 oo cteletenate, eneet's Ris Wiel chs eas = na. - 3,668 
TO59=60 igo cteteteterre le 0:5 Meld « «v6 3,379 91.1 331 8.9 SHrAloe 
TOGO0=G61 85. artes s alee ec ce ss 3,478 90.2 | 379 9.8 3,8575 


1 50 additional year students at Queen’s University and 119 at Laval University are included. 


2 50 additional year students at Queen’s University and 144 at Laval University are included. 


3 60 additional year students at Queen’s University are included and 30 third-year students at the 
University of Saskatchewan are excluded. 
108 pre-medical students at Queen’s University and 53 at the University of Ottawa are included. 


A total of 349 pre-medical students at Queen’s University and the Universities of Ottawa and 
Saskatchewan are included. 


Source: Educational Issues of the A.M.A. Journal. 


encouragement is given to married women, especially those with children. This 
whole approach is unfortunate.’’! On the other hand, it has been argued that in 
view of the limited accomodations in medical schools and rather heavy invest- 
ment by the universities per medical student, there is a natural tendency to 
admit male students who may be expected to remain active physicians without 
temporary withdrawals from the profession for the rest of their lives. Some 
women students may not apply for admission to medical schools because of the 
impression that the medical profession is primarily men’s domain, furthermore 
that it demands long and expensive training and requires an adequate knowledge 
of the basic sciences. 


ce Medical Student Enrolment by Year of Course 


Table 3—9 shows the total registrations in Canadian medical schools by 
the year of course over a period of 14 years. 


First-year medical students accounted for 27.1 per cent of the total enrol- 


ment over the period under review. This implies that for every first-year medical 


2 Boucot, Katharine R., ‘‘Special Problems of Women Medical Students’’, Canad. M.A.J., vol. 86, 
April 7, 1962, pp. 614-15, 
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TABLE 3-9 


MEDICAL ENROLMENT IN CANADA BY YEAR OF COURSE 
1947—48 TO 1960-61 


Year of Course 


Jh | __—YearofCowrse | rotet | Medical 
Firsterl Second Enrolment | Graduates 
MOA TESAS Meret evevarctele ctete eteneerore 827 842 756 675 3,100 632 
VOAS=AO vers lerstersneneeteta.s ersreiers 887 765 842 739 3,233 679 
V9G4O=5 0 Pike cpcte fieicleisiecsis ee 897 798 761 822 3,278 791 
LOS O=Sile wcsiche cholo siciere vec cheers 960 880 844 805 3,489 858 
LOS PSD rae cictele late clelele waters 873 891 858 836 3,458 783 
MOS DS=SAhe crcicts chebelchole oie eiarstere 918 809 865 852 3,444 825 
1 OSBES5 4) oi5:c «ce iehsie.scexsieletsteneree 982 901 844 916 3,643 896 
VO5 455) o.5.< oie sie os sisis:svavelers 968 903 881 837 3,589 894 
VOSS =—S6re evtele sleie’s <.sie.e0 siarane 1,035 883 877 856 3,651 816 
MOS G—Siimowive ciel ciete eo eters eicterte 1,001 934 855 865 3,655 893 
NOS Wa Soiree sleleicteiarete « olclanete ers 1,012 916 928 830 3,686 836 
1958 —SO ka svewiaye lores © euhovsuejers 986 911 867 904 3,668 859 
TOSO=G6ON sf sie sho tele cere aveiovctons 946 882 863 858 3,549 863 
TOG OSG. sare si ctele.ciel oveserale eters 970 842 853 843 3,508 834 
eTROta lin. -ccvaiersveree's.oiere sre 13,262 | 12,157 | 11,894 | 11,638 48,951 
Each year as 
per cent of 
Total Pefoi 24.8 24.3 23.8 100.0 


Source: Educational Issues of the A.M.A. Joumal. 


student approximately 2.7 student places must be provided in the three subse- 
quent years of medical studies, although this percentage is somewhat lower for 
each subsequent year because of the withdrawals for academic and non-academic 
reasons. 

A rough estimate of the attrition rate from one course year to another can 
be obtained from Table 3—9. The total number of first-year course students in a 
given year becomes a somewhat smaller total number in the second-year course of 
the subsequent academic year. Expressing the difference between the total number 
of the first-year students during the years 1947—48 to 1956—57 and the total number 
of second-year students during the years 1948—49 to 1957-58, as a percentage 
of the first total, the attrition rate is 8.1 per cent. In a similar way the attrition 
rates for subsequent years have been calculated. The results are shown in 
Table 3-10. 

This rough analysis would suggest that for every 100 first-year medical 
students, approximately 10 will withdraw for various reasons during their medical 
studies. In other words, one can expect that about 90 per cent will become 
medical graduates. 


d. Geographical Source of First-Year Medical Students 


A survey of Canadian medical schools provided useful information with 
respect to the geographical source of the first-year medical students. This infor- 
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TABLE 3-10 


ATTRITION RATES OF CANADIAN MEDICAL 
STUDENTS 1947—48 TO 1959—60 


Year of Course Attrition Rates 
Tir Stet ac als calc ose cele o eine 8.1% 
SE CONG Merete oral ctcienetaiters chee tohevereverer ts 1.2% 
his dime sices aise aictotetestborei sie a eee s 8 0.2% 
COUrtheitche sc cuaneletsekeisie's oe eletelsie « 0.4% 
SD Ota li one ccvcteteve a tohele svelere sere 9.9% 


ee 


mation, summarized in Table 3-11, shows the number and per cent distribution 
of these students, by province and country of residence and by medical school 
during the years 1947—48 to 1961-62. 


This table shows that over the last 15 years, 10.5 per cent of the 
first-year students in Canadian medical schools were from other countries, with 
over two-thirds of these coming from the United States and the remainder mainly 
from the countries of the British Commonwealth. It may be said that the total 
number of foreign first-year medical students during the period under review was 
almost equal to the total first-year enrolment of one of the larger medical schools 
in Canada, like McGill or Montreal or of two of the smaller medical schools. The 
relatively higher percentage of foreign first-year students may indicate a shortage 
of suitable Canadian students. On the average, the students from outside the 
country have filled about 100 vacant places per year. 


The medical schools of McGill University and the University of Ottawa have 
provided accommodation for first-year Canadian medical students to the extent of 
52.7 and 84,9 per cent respectively. It is these two schools which have had the 
highest percentages of first-year medical students from the United States. The 
students from the Commonwealth countries have mainly concentrated at McGill, 
Manitoba, British Columbia and Dalhousie Universities. 


Table 3-11 also illustrates that the medical schools mainly serve the provinces 
or regions in which they are located. Thus Dalhousie accepted about 85.0 per 
cent of its first-year medical students from the Atlantic Provinces. Montreal and 
Laval universities show that over 90.0 per cent of their first-year medical students 
came from the Province of Quebec, while McGill’s percentage was only 30.6. In 
Ontario, the University of Toronto and Western Ontario accepted over 90.0 per cent 
of their first-year students from their own province, Queen’s three-quarters and the 
University of Ottawa about one half. The latter university being bilingual also 
partly serves the Province of Quebec. The medical schools in the Prairie Provinces 
accept mainly the students from their respective provinces. The University of 
British Columbia shows that 85.0 per cent of its first-year medical students came 
from its own province. 


Appendix 3—6 indicates the annual number and per cent distribution of first- 
year medical students, Canadian and foreign, by medical school for the same 
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TABLE 3-12 


AVERAGE ANNUAL NUMBER OF FIRST-YEAR MEDICAL STUDENTS PER 100,000 
POPULATION, CANADA AND BY PROVINCE, 1952-53 TO 1961-62 


Average Number of Average Ratio 
Province First-year Medical per 100,000 
Students per Year “e Population 
Newfoundlandis oveictetareravelels tretere el syeieliesl ole « 9.4 aS 
NeweSruns wick mii: Pialabcloekshsiesekele. sifehasseuspeis 18.9 3.4 
INNOVaESCO liane. wm aneke tofern a clieeie cele se sheueree 24.4 355 
British Columbia, Yukon and 
Northwest Territories .......+csss'5 0s 56.0 3.9 
SaskKatchewativan wae se icicisiste eietehe <isuererotencyere 44.1 5.0 
AI Dett am oi. cists dtetetel eit eisia s\cle s16 41s lee ssekeisis.s 57.6 5.0 
Ontario ge ats cis: sieicis © GialeLere stove) 6 6,4.61 8 4x0 4,51 605.6 284.9 5.2 
Nanitobaucrecticnecisrmterrerarsete ca achercce es eee 48.3 5.6 
OBSDE Cmayeretetey ol sts elet siete steltelera’ els e)otei ere? stellel cle 306.6 6.5 
Princesbawatd islands... siciciec ale a acces Tee ee 
Saniadas, see eavs otaterei siete bevebe nie oles 6 5,6 857.4 Bae 


period of 1947—48 to 1961-62. It shows that the peak of 1,025 firest-year medical 
student enrolment was reached in the academic year, 1955-56, which gradually 
declined to 938 in 1959-60, but since then it showed some improvement and it 
remained at 1,001 in 1961-62. Excluding foreign students, the enrolment of Canadian 
first-year medical students shows the same pattern; that is to Say, it reached a 
peak of 948 in 1955-56, then it declined to 802 in 1959-60 and improved to 871 in 
1961-62. This trend in the enrolment of first-year medical students was in sharp 
contrast with the rapid increase in the registration of university students in 
general in Canada since the middle of the 1950’s, There was a definite increase 
in foreign first-year medical students beginning 1952—53, which showed itself in a 
higher proportion of medical graduates, who completed their basic education in 
Canada, in the second part of the 1950’s as suggested elsewhere in this study. 
During the last two academic years under review, when medical schools seem to 
operate at full capacity, the proportion of foreign first-year medical students 
remained constant due to a slight increase of Canadian students. 


The same trend in the enrolment of first-year medical students is indicated in 
Appendix 3—7, which examines the ratio of these students per 100,000 population 
for Canada and provinces, for the years 1952—53 to 1961-62. For the country as a 
whole, there were 5.9 first-year medical students per 100,000 population in 1952- 
53. The rate gradually declined to 4.6 in 1959-60, and since then it has increased 
slightly to 4.8 in 1961-62. 


Table 3-12 shows the average number per year of first-year medical 
students and its relation to 100,000 population for Canada and the provinces during 
the years, 1952—53 to 1961-62. 


Because of the small number of cases observed it is difficult to establish a 
definite relationship between the relative number of doctors in a province and the 
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relative number of students from the province who enter medical school. However, 
two provinces, Newfoundland and New Brunswick, had the most unfavourable 
physician-population ratios in 1960, It is possible that the same factors of an 
economic, educational and cultural nature, which attract doctors to a province 
also stimulate the young person’s interest in the medical profession. It is also 
interesting to note that these two provinces lack medical schools. However, the 
previous findings, that the medical schools take mainly first-year students from the 
provinces in which they are located, would suggest that provincial boundaries are 
of some importance in planning the location of any new medical school or the 
expansion of an existing one to offset regional and provincial maldistribution of 
physicians. 


Appendix 3—8 shows the relationship between the number of first-year 
medical students and the population of the university age group, 20—24, for Canada 
and the provinces, during the same period of 1952—53 and 1961—62. A summary of 
this analysis is shown in Table 3-13. 


The usefulness of this table lies in making a projection of the 
enrolment of medical students from Canada in relation to the future size of the 
population of university age group. 


TABLE 3-13 


AVERAGE ANNUAL NUMBER OF FIRST-YEAR MEDICAL STUDENTS PER 10,000 
POPULATION OF UNIVERSITY AGE GROUP, 20—24, CANADA AND FOR PROVINCES, 
1952—53 AND 1961—62 


Average Ratio of First-year 
Medical Students per 10,000 
Population of University 
Age Group 20—24 


Province 


New foundilatiducciettcccis ctoteroe ciorchoreteere es etove a evs cheretereeke.e 
Nova SCotlae. ccc sisters o ciecctere cise cleiteioierere-cusiere ect ensier eherere 


Albertadeicrc: stare clehershaveucrs(elchovets oueteheterctororeneretsres csonecetojeusl« 
Saskatchewanllarsielsciebcisuctetersiotchersieucleysheis\ ciciciciic cietevcherets 
Onitartowercratere te cvaioweliel sists voce croleretenerecebehsieraie casueiel siereiekers ; 


COMES Gu do AoC OOOO OU 000 CO CUO CONDOO SOO 00 Gl 


e. Student Admissions to Canadian Medical Schools 


It is apparent from the examination of statistics on numbers of applications 
for medical studies that the recruitment of medical students constituted a rather 
difficult problem during the last 12 years. Most of the Canadian medical 
schools have experienced a gradual decrease in the number of applicants. 
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It is reasonable to assume that some candidates applied to more that one 
university and, therefore, they appear in the application statistics of more than 
one university. Appendix 3—9 contains the number of applicants from all sources, 
Canadian and foreign, for medical studies, by medical school, at three-year 
intervals, for the period of 1949-50 to 1961-62. Amongst the larger institutions, 
McGill University’s applications in 1961—62 were only about half the total of 
1,700 received in the 1949-50 academic year. The University of Toronto experi- 
enced a drop from 304 in 1949-50 to 276 in 1961-62. Amongst the smaller medical 
schools a similar trend can be observed. For Queen’s University and the University 
of British Columbia the corresponding figures were 199 and 153, and 285 and 233 
respectively. The Prairie universities show some increase in the number of 
applications received during the last year reported. 


Table 3—14 shows the ratios of applicants offered places at medical 
schools to the total number of applications received, at three-year intervals, for 
the reporting medical schools during the period under review. 


The acceptance rate remained relatively stable over the period of the last 
12 years, i.e., approximately half of the applicants were offered places in the 
medical schools. No statistical information is available, however, as to the main 
reasons for this relatively high rejection ratio. Such information would be extremely 
useful in overcoming the difficulties experienced in the recruitment of medical 
students. 


TABLE 3-14 


ACCEPTANCE RATE AND VACANCIES AT START OF TERM IN 
CANADIAN MEDICAL SCHOOLS, 1949-50 TO 1961—62 
(at three-year intervals) 


Number of Acceptance Official Vacancies at 
Year : 1 Class Start of 
Applicants Rate : 
Size Terr? 
% 
1949250 es cee ead 1,105 41.0° 347° 1 
OSD =—SStercccstere esters 1,067 53.74 467° ip al 
NOS5=S6Mac oe ates ss 127, 52eS7 482° 1e2 
LOSS =— 59ers aereletere ee 2,392 44.9° 73322 23 
TOG U6 <iaveve atone cus 2,852 35.87 1,022}? 16 
AVGTage. . cctec sjccis 45.5 


Per cent of applicants offered places by medical schools to total number of applications received. 


Sign ih indicates the number of students registered exceeding the official class size. 


3 Six schools reporting. ® Six schools reporting, 

4 Seven schools reporting. ° Seven schools re porting. 

y Eight schools reporting. 10 Seven schools reporting. 

© Nine schools re porting. 11 Ten schools reporting. 

7 Twelve schools reporting. 12 All Twelve schools reporting. 


Source: MacFarlane, J.A., et. al., Medical Education in Canada, a study prepared for the Royal 
Commission on Health Services, Ottawa: Queen’s Printer, 1964, 
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Table 3—14 also suggests that despite a decline in the number of 
applications and difficulties in recruitment, the medical schools reporting have 
had, for all practical purposes, no vacancies. In other words, the official capacity 
of medical schools has been filled. This point is important for it suggests that to 
some extent the supply of medical graduates in Canada is really determined by 
the physical and financial limitations of our medical schools and not by the 
society’s requirements. 


f. Attrition Rates in Medical Schools 


An analysis of the medical student enrolment, by year of course, suggests 
that approximately 90.0 per cent of first-year students may be expected to become 
medical graduates. This finding is confirmed by Table 3—15 showing attrition 
rates in Canadian medical schools over a five-year period. 


Table 3-15 indicates that of all medical students admitted during the 
years 1951-1955 to Canadian medical schools, 87.5 per cent ultimately became 
medical graduates. Thus the over-all attrition rate was 12.5 per cent. This rate 
varies somewhat between different schools, the highest, 27.8 per cent, at the 
University of Ottawa and lowest, 6.5 per cent, at the University of Western 
Ontario. 


TABLE 3-15 


ATTRITION RATES IN CANADIAN MEDICAL SCHOOLS OVER 
FIVE-YEAR PERIOD, 1951 TO 1955 


Proportion of Students admitted Attrition Rate over Five- 
and who graduated! Year Period by Year of Course 
Medical | —~———++ ce 2s 
School 1951 | 1952| 1953 | 1954 195s |*¥°""| 1 Ht | nr] 1V- | retel 
age 
%o To %o % % %, % % % % % 
1 jee elise 
Dalhousie ...| 87.0 | 87.5 | 88.0 | 91.0 | 90.0 | 88.7 | 12.0 4.0} 0.8 0) 16.8 
Waval tenes. 03.8: |"93.6 | 92.6"|" 96.8 A 87-4" 19258" i 113.0 BS |h DU! (6) 18.1 
Montreal. 1.0) | 75860 P71 Se7 ele SlasrilS2.On 7 Sal 7.9 0:6) |-180 0.2 9.7 
McGill #22244 87.0 | 91.0 | 87.0 | 91.0 | 83.0 | 87.8 11.0 PW Das 0.4 14.9 
Ottawa i... SOLOT NOOSE N7O:68|" O1-0N7 S08 7 hss shoe en) Liat sO 0) 27.8 
Queen’s ....| 95.0 | 95.0 | 83.0 | 89.0 | 92.6 | 90.9 8.4 6:8) | Let 0.6 16.9 
AEOEONEO Tare rsrai'e — — 85.0 | 84.0 | 88.0 | 85.7 8.0 5.0: |) 120 0.1 14.1 
Western 
Ontario ...] 96.6 | 95.0 | 91.6 | 98.3 | 85.9 | 93.5 4.0 1207120 6) 5.0 
Manitoba ....| 93.0 | 97.3 | 86.9 | 85.5 | 94.5 | 91.4 7.9 1.4 | 2.8 0) yal 
Saskatchewan| 93.6 | 93.7 | 96.6 | 98.5 | 83.5 | 93.2 - ~ — - me 
Alberta ..... 82.0 | 87.0 | 82.0 | 87.0 | 88.0 | 85.2 9.4 420 1 120 O53 Aes, 
British 
Columbia..| 93.0 | 96.0 | 88.0 | 86.0 | 86.0 | 89.8 8.0 etsy AO 7/ 0 10.3 
average] 28.4 88.4 | 86.3 | 87.5 | 86.7 | 87.5 9.7 Suite Sisal eek 14.7 
L ies eae =| 


Including students who took time out, or who were allowed to repeat a year. 


Source: MacFarlane, J.A., et al., Medical Education in Canada, a study prepared for the Royal 
Commission on Health Services, Ottawa: Queen’s Printer, 1964. 


CANADIAN MEDICAL GRADUATES AND STUDENTS 75 


As might be expected, the highest attrition rate occurred during the first 
year of the medical course; it was 9.7 per cent on the average, over a five-year 
period for all medical schools reporting. This rate gradually declined to 3.8 per 
cent for the second year, 1.1 per cent for the third year, and 0.1 for the fourth 
year of the medical course. Again these particular rates vary somewhat between 
different medical schools. 


Table 3—16 summarizes the views of the deans of medical schools 
as to the causes of withdrawal of students from medical schools. 
TABLE 3-16 


CAUSES OF WITHDRAWALS, BY YEAR OF COURSE, FROM CANADIAN MEDICAL 
SCHOOLS, 1961—62 (ORDER OF MENTION)! 


Year of Course 
= T Total 
I Il Ill IV Order of 
Causes of + if Mention 
Withdrawals Order of Order of Order of Order of 
Mention Mention Mention Mention 
+ + 4 a 
1 a 3 |: ‘tl ] PA SSeS | Sk |e i BG Ta eS Sa 2: ak [2 | Sted 
= + 
Academici.ieee ee oi 9}/1})/—-/—-|/9}/—;/—-|-|5 ]/2/1]—|3]—| —|—/26/3 }/1)] - 
Personal reasons, 
environmental 
problemse, ccc sss —-|4/—/1] — 1}/—/1}/1)1])—/1)1)/-|- Sede 
TIMeSS) . cess «5 0 —|}—|/4)/—) —| 1/3 }—-|}1 | 1) —/ 1) —] 1} -| —| 1/317) 1 
Change or lack 
Ofsinterest “..c. as MOET ZS Le ema Dee De Lai We men ls ee EN Sie Si alles 
Psychiatric 
disorders. f.0 esters —/1)/—/—/—/| 1/—/-/1)—-}| —-| -|1/-—-]-/]-| 2;2 /-| - 
Death esi ievaeres oeta ee AR Mesh cesses | eens VR teat ng a ee bee ie a 
HinanGew. ars «sls sacs —}/—/—}1]/—] —|1 J/—]—{ —| —| —-} ~) —-) -}-}-1-]1) 1 
Not known or 
miscellaneous ...|—|/1]— |—| —| 1}/—/—/]—|—|] —|1]—}—-|-|-|-|]2 },-] 1 
Marriagperts ceteris > —{|—-/—- |—} —| -—|1 J/—/}—}] —]} -| ~} —| -| -|]-;-|-/1] - 
Moved away .......}|—|—/| —}] —/ —} 1} —j/—/—] 1} =} —] —| —|] —/-)} -| 2 a= 
all ¥ all | 


1 Ten medical schools re porting. 
Source: MacFarlane, J.A., et al., Medical Education in Canada, a study prepared for the Royal 
Commission on Health Services, Ottawa: Queen’s Printer, 1964, 

It is apparent that academic reasons are the principal factor for withdrawal 
at each level of the medical course. Other more significant reasons include perso- 
nal and environmental problems, illness and changes or lack of interest. It is to 
be noted that financial difficulties, so often emphasized by the spokesmen of the 
medical profession and students’ organizations as deterrent to more successful 
recruitment of medical students, appear to be of no real significance. 


3, Canadians in United States Medical Schools 


There are a very small number of Canadian medical students in the United 
States as compared with other Canadian students acquiring higher education in 


76 ROYAL COMMISSION ON HEALTH SERVICES 


that country. Table 3—17 indicates the number of Canadian medical 
students in the U.S., by sex and academic ranking, over the last few years. 


TABLE 3-17 


CANADIANS STUDYING MEDICINE IN THE UNITED STATES, BY ACADEMIC 
STATUS AND SEX, 1952-53 TO 1961-62 


Per cent 


Total Number Canadians in U.S. Medical Schools 


of Canadians of all 
in U.S. Canadian 
Universities Students 


and Colleges inwUZG. 


1952—53 eee 
1953-54 4,775 .... 
1954-55 4,655.... 
1955-56 4,990.... 
1956-57 5,379.... 
1957-58 5,271.... 
1958-59 5,432... 

1959-60 5,679... 
1960-61 6,058.... 
1961-62 6,552.. 


Source: Directory of Canadians Studying in the United States, Economics and Research Branch, 
Department of Labour. 


Approximately two-thirds of these medical students were post-graduates, 
who registered for further courses in specialized medical education. Undergraduates 
include pre-medical students and those enrolled in medical schools. They consti- 
tuted approximately 1.0 per cent of the total number of Canadians studying in the 
United States. This percentage is considerably below the proportion of medical 
student enrolment to total university student enrolment in Canada. If this trend 
continues American medical schools will play an insignificant role in the future 
supply of Canadian medical manpower. 


4. Recruitment of Medical Students 


The previous analysis clearly indicated a relative decline in the registration 
in Canadian medical schools as contrasted with an upsurge in general university 
enrolment across the country. Some anxiety has been expressed in medical schools 
and in the profession because of fewer medical applicants in relation to the 
available vacancies. There appears to be a shortage of applicants with suitable 
qualifications. Some experts in medical education have observed that ‘‘... there 
are still many rejected applicants each year, but these are almost invariably 
individuals who, in the eyes of the admission committees, do not have a reasona- 


ble chance of success in medical schools’’.! 


1 Macleod, J.W., and Thompson, J.S., ‘‘The Changing Scene in Canadian Medical Education, the 
Journal of Medical Education, 36:1079—1091, September 1961, p, 1079 (Special International 
Issue.) 
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The admission committees usually appraise the following attributes of 
medical school applicants: scholastic achievement, ability, character and perso- 
nality, industry, resourcefulness and general cultural and social background. 


It is rather difficult to assess, without a special study, the relative 
importance of various factors involved in the motivation of young people to enter 
a medical school. In general, these factors include a special interest in medical 
science, a humanitarian service motive, a family tradition, the social and econo- 
mic status of the medical profession and the relative attractiveness of other 
professions. Even if a young man or woman is formally qualified and personally 
interested in medicine, he or she may still be deterred from a medical career 
because of various reasons, economic and others. These, often suggested by 
educators and doctors, can only be mentioned here, without any analytical 
evaluation as to their validity, magnitude and significance, 


Our civilization, which is characterized by very rapid technological progress, 
incessantly requires an ever increasing number of students of high intellectual 
ability and an interest in the sciences to meet the demand for scientific and 
professional manpower. Medicine is no exception. Thus, the difficulties experien- 
ced in the recruitment of medical students constitute only one aspect of the 
recruitment for scientific and professional manpower. In fact, there are indications 
of similar difficulties in engineering faculties of Canadian universities. The 
need for scientists has been stressed as a national problem, and employment 
possibilities for them have been represented as very attractive. Consequently, the 
number of graduates in physical sciences has steadily been rising over the last 
two decades while graduates of medical schools have remained relatively constant. 


In brief, medicine as a career is in competition with the prestige, social status and 
economic opportunities offered to university-trained people in the natural sciences 


by industry, business and governments. It has been suggested that the prestige 
and social status of the medical profession and, in particular, of the general 
practitioner, may be somewhat declining in the eyes of the public and potential 
doctors. 


Another factor responsible for the lowering of the number of applicants is the high 
cost of medical education. This high cost is made up not only of the relatively 
higher university fees of medical students compared with those of other university 
students, but also because bursaries and fellowships are less readily available 
to medical students than to post-graduate students of other faculties. Finally, 
medical education requires long years of unpaid training (the least time required 
after obtaining senior matriculation is seven years as compared with four years in 
most of the other university courses). Morever, a medical graduate must spend one 
to six years in internship and residency or fellowship training, before he is ready 
to practise, while it takes three to four years for most of the Ph.D. students. Thus, 
a specialist medical education still further accentuates this problem of high cost 
in terms of both money and time. 

Some have claimed that the public image of a physician, working long and 
irregular hours, deprived of leisure time for recreation, family and community life, 
is another factor discouraging our young people from choosing a medical career. 
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In order to appraise these various factors, it would seem necessary to 
conduct a special survey, otherwise it is difficult to suggest corrective measures. 
Such a study should include an over-all investigation of the factors determining 
career interests of Canadian students of all regions and socio-economic groups, 
as well as deterrents to the study of medicine. 


The provincial licensing authorities and provincial governments, the 
spokesmen of the medical schools and the national organization of medical students, 
have made numerous and specific recommendations with respect to improvements 
in the recruitment of medical students, in their submissions to the Royal 
Commission on Health Services, the more significant of which are summarized 
below. 


Most of the recommendations agree on the need for financial assistance to 
the undergraduate medical students if a relatively satisfactory supply of 
physicians in Canada is to be secured. There is a divided opinion on the question 
of whether more loan funds or more bursaries and scholarships are needed. There 
is a fear that a large debt militates against the choice of a medical career. The 
Canadian Association of Medical Students and Interns has recommended that 
“the Government of Canada make available to a central fund or foundation 
appropriate grants of money to be used as interest-free loan capital in the support 
of the undergraduate medical students’’.t The College of Medicine, University of 
Saskatchewan, suggested that ‘‘a grant of at least $500 per medical student per 
year be made to universities from federal sources to permit free tuition for students 
of medicine’’.? The Faculty of Medicine, University of Alberta, suggested the 
following financial assistance measures: 


“‘i) Free Tuition: To all students in their third and fourth years of medicine, 


‘*ii) Scholarships: In the amount of $1,000 per year to those in the upper third of 
the class in the last three years. 


*‘iii) Loan Funds: Available to any student in any year with a proven need in an 
amount not exceeding $5,000 during his undergraduate study period. Such 
loans would be interest-free until 12 months after graduation. Interest 
would then be at the prevailing bank interest rates.’ 


The Faculty of Medicine, University of Toronto, recommended as follows: 


‘a) that students with Grade A standing receive free tuition plus one-half 
loan and one-half bursary to carry on their maintenance; 


**b) that students with Grade B standing should receive one-half free 
tuition and their maintenance in half loan and half bursary; and 


1 A brief from the Canadian Association of Medical Students and Interns, submitted to the Royal 
Commission on Health Services, March 20, 1962, p, 2, 


2 A brief from the College of Medicine, University of Saskatchewan, submitted to the Royal 
Commission on Health Services, January 25, 1962, p. 5, 


as ye College of Physicians and Surgeons, Province of Alberta; The C.M.A. Alberta Division and 


the Faculty of Medicine, University of Alberta, February 13, 1962, p, 60. 
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*‘c) that students with Grade C standing should be evaluated and supported 
in accordance with their individual situations.’’! 


This Faculty of Medicine also suggested some general principles in this 
area of financial assistance to medical students, viz., it should be in proportion 
to demonstrated financial need, loans should not exceed $1,200 upon graduation 
and be interest-free until two or three years after graduation and then repayable 
by installments. In addition, it suggested some specific federal assistance be 
provided for the medical students from Asia, Africa and the West Indies. 


Some provinces have a scheme of financial assistance. For example, 
Newfoundland has instituted a plan whereby an annual bursary of $1,200 is made 
available to residents of Newfoundland during the medical course. After graduation 
the student must serve two years in an area to which he is assigned by the 
Provincial Government and an additional two years practising in a community of 
his choice in the province which may include post-graduate training in St. John’s, 


A special plea has been submitted on behalf of medical students from rural 
areas to recognize their greater costs of attending medical school as compared 
with urban students who can live at home. This special consideration may mean 
more physicians for rural areas, 


Most students rely in part on summer earnings to finance their medical 
education. From an educational point of view it seems desirable that they should 
work in their own professional or scientific field, e.g., clinical science, basic 
medical science, research and hospital practice. A plea has been made for more 
funds and bursaries for summer professional employment. For example, the 
Canadian Association of Medical Students and Interns recommended that ‘‘the 
Medical Research Council of Canada be encouraged and enabled to increase the 
grants available to Canadian Universities for the summer employment of capable 
undergraduate students in research fellowships’’.’ 


Another recommendation concerns interns and residents. It has been suggested 
that the economic status of this category of medical trainee be improved. The last 
mentioned association has recommended that ‘‘minimum standards of remuneration for 
first-year interns should be established in Canada at a rate no Jess than $2,600 
per annum’’’ subject to periodical review in accordance with changes in the purcha- 
sing power of money. 


A number of recommendations submitted to the Royal Commission on Health 
Services stressed the importance of aggressive recruitment programmes, which 
should incorporate ‘‘Open Houses”’ in medical schools to inform the public about 
work in such schools, publication of information on the opportunities for studying 
medicine, its cost and other aspects, visiting high schools on ‘‘Career Days’’, 
and use of mass media, radio, television and the press. 


a A brief from the Faculty of Medicine, University of Toronto, submitted to the Royal Commission on Health 
Services, May 14, 1962, p. 6. 


2 Brief of the Canadian Association of Medical Students and Interns, op.cit., p. 2. 


3 Tbids, pes 
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With the increase in university-age population over the next decade, it can 
be expected that the medical schools will increase their number of applicants and 
students. Nervertheless, some special efforts, financial and educational, will 
have to be made to attract more medical students for it seems that this expected 
increase in applicants will not keep pace with the increased need for the medical 
care of our growing population. Perhaps also some special considerations should 
be given to the recruitment of female medical students. 


5. Social and Economic Characteristics of Medical Students in Canada, 1961-62 


This part of the study is based mainly on factual information provided in the 
publication ‘‘University Student Expenditure and Income in Canada 1961-62’’ by 
the Education Division of the Dominion Bureau of Statistics. Most of the informa- 
tion was gathered by the use of a questionnaire sent to a sample of students. The 
survey covered the fall and spring terms of the academic year 1961-1962 and 
activity during the summer vacation in 1961. This survey included a sample of 
1,000 medical undergraduate Canadian-born students, and the total number of 
graduate medical students as well as medical students from other countries. 


The following sections include social background and economic and other 
characteristics of Canadian-born medical undergraduate students, cost analysis 
of attending medical school as well as an examination of sources of income to 
finance their medical education. This is followed by a brief analysis of foreign 
medical students in Canada and of graduate medical students. 


a, Social Background and Economic and Other Characteristics 
of Canadian-born Medical Undergraduate Students.' 


(i) Age, Year of Graduation Expected, Residence 
at College, and Marital Status 


The DBS survey of a sample of undergraduate medical students excludes 
pre-medical students of Queen’s and Toronto universities but it includes 
the fifth-year undergraduate interns of medical schools of Dalhousie, Laval 
and Montreal, who receive medical degrees after one year’s internship. The 
DBS universe of Canadian medical undergraduate students, excluding 354 
non-Canadian medical undergraduate students, amounted to 3,472, of whom 
1,000 provided a sample and, therefore, the following statistical data 
mainly expressed in percentages are fairly representative. The data availa- 
ble are organized into two parts, namely, the social and economic background 
of the students, while the rest of the information covers the problem of 
expenditures and incomes of the students. 


The medical undergraduate students in the sample indicated the expected 
year of graduation in the following percentages: 20.4 in 1962, 21.0 in 1963, 


1 “\Canadian-born’’ includes also immigrants who subsequently became Canadian citizens. 
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23.4 and 24.3 in the next two years, and 10,9 in 1966 or later.! The latter 
percentage applies to those students, who obtain their M.D. degrees only 
after the required internship. 


Admission requirements to medical school stipulate some previous universi- 
ty training and, therefore, the median age of medical undergraduates was 
somewhat higher than that of undergraduate students in most other faculties 
except law and dentistry. The median age of medical students was 23 years 
and three months; 12.8 per cent of medical students were within the age 
group of 18—20 years, 65.7 per cent within the next age group of 21-24 years, 
and 21.5 per cent were 25 years or older.? 


Table 3—18 shows marital status of medical students and residence 
at college for regions and Canada. 


TABLE 3-18 


MEDICAL STUDENTS’ MARITAL STATUS AND RESIDENCE AT COLLEGE, 
FOR REGIONS AND CANADA, 1961—62 


Quebec | Ontario] West | Canada 


[Pe Cent 


Single students 


Ine parents some rscre sc cestereiere ss cle sie oie 48.2 29.7 
In rented house or apartment .......... : Ttee7, 11.4 
Rooming or boarding: 
Private house or boarding house ..... 14.1 19.0 
College operated residence ......... 11.4 Vlas: 


Married, living with spouse...........+-. 14.3 20.3 
S UEC SERS aeRO ION ONOTCIOO OROLIE 3 0.3 De 


Source: University Student Expenditure and Income in Canada, 1961—62, Part II — Canadian 
Undergraduate Students, DBS, Education Division, Table 7, p. a1, 


About one-third of medical students in the country as a whole were living 
in parents’ home. This porportion was one-half in the Province of Quebec 
but only one-sixth in Eastern Canada, due to the fact that only one medical 
school serves the whole region. This, no doubt, constitutes an additional 
economic barrier against recruitment of medical students from that part of 
the country. Only one-sixth of the medical students in Canada were able to 
live in university operated residences. 


Approximately one-fifth of the medical undergraduate students were married. 
This proportion was slightly exceeded by law students, while in case 

of dentistry students almost one-third were married. There is apparently 

no marked regional trend towards marriage among medical students in the 


1 Uni versity Student Expenditure and Income in Canada, 1961—62, Part II—Canadian Undergraduate 


Students, DBS, Education Division, Table 2, p. 18. 
2 Ibid., Table 4, p. 19, 
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different areas of Canada but the proportion of married students was somewhat 
higher in the East and lower in the Province of Quebec as compared with the 
national proportion. With advancing age it is natural to assume that more 
students will get married. Among those married, 46.1 per cent indicated 

1962 as the year of expected graduation, 26,9 per cent expected to finish 
university training in 1963, and this percentage gradually declined to 16,2 

in 1964, 9.3 in 1965 and 1.5 in 1966 or later.1 Table 3-19 indicates 

the percentage of marriages among Canadian medical students, by year of 

the course, as of September 1958. 


TABLE 3-19 


PER CENT OF MARRIED CANADIAN MEDICAL STUDENTS, 
BY YEAR OF COURSE, 1958 


Year of Course Percentage of Married Students 
1 8.0 
2 14.0 
3 19.0 
4 31.0 
All years 18.0 


| 


Source: Thompson, J.S., ‘‘Canadian Medical Education — Its Cost and Personnel’’, Canad, M.A.J., 
vol, 82, April 2, 1960, Table II, p. 727. 


The fact that approximately one-fifth of medical undergraduate students are 
married should have some bearing on the university administrators in planning 
student residencies. Moreover, family responsibility of married medical students 
may curtail a number contemplating post-graduate careers. It is difficult to 
discharge this responsibility when a junior intern in Canada in 1960 made an 
income of $1,740 and a senior intern $3,360. However, about three-quarters 

of married male medical students in 1961—1962 had no children and the remain- 
der had one or more.’ 


(ii) Home Residence, Parents’ Education, 
Father’s Occupation and Parents’ Income. 


Table 3—20 provides information on undergraduate medical students, by 
region, showing percentages living on farms and in centres ot population 
from less than 1,000 to those of more than 100,000. These data should be 
compared with the percentage distribution of the population for the same 
regions which live in the same sizes of centres. 


Only 9.8 per cent of the reporting undergraduate medical students come 
from farms and communities of less than 1,000 population, while 30.4 per 
cent of the Canadian population were so located. When the metropolitan areas 


1 Ibid., Table 3, p. 19 
2? Ibid., Table 8, p. 21, 
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TABLE 3-20 


PER CENT DISTRIBUTION OF HOME RESIDENCE OF MEDICAL STUDENTS 
AND OF CANADA’S POPULATION, BY SIZE OF COMMUNITY, 
FOR REGIONS AND CANADA, 1962 


Size of Community 


Region 
ona _ |Less than} 1,000— | 10,000— | 30,000—! 100,000 
farm 1,000 9,999 29,999 99,999 and over 
Medical Students 
BaStteccas ccteee ets ee et 5.0 7.0 27.0 16.0 26.0 19.0 
QUEDECH aisicsih Aeeteradc Seale coe 6.7 3.4 L325 1S ee 9.8 oy es} 
Ontaelote ccc a eceteeietenane derek 4.4 350 S27 7.0 1330) 63.9 
WESEis cuss oi oieiere nie ©. a sitio paid 8.8 4.7 10.6 2.4 9.2 64.3 
Canadas ncces: sheceut chess 6.1 Sy! 12.0 9.7 11.9 56.6 
Population 
EaStenisrcjele ord ote Scie es eae 8.6 41.6 14.2 9.4 TAE6 14.6 
WEDS CRMs: ayo sevetelsiai fers sl orere 10.7 HWSO) a5 Sos! Us SOn2 
Ontario: Shi. atti eee ete he 8.1 14.5 10.1 4.8 15.0 47.5 
WeS Ewa scare oc oersle ete @ caress V7.5 19.9 10.4 6.2 3.4 42.6 
Canada” Shick tea estes el 19.0 Ted 5.8 9.3 43.4 
a 


Source: University Student Expenditure and Income in Canada, 1961—62, Part II — Canadian 
Undergraduate Students, DBS, Education Division, Table 11, p, 22. 


of 100,000 and over are considered, it appears that the percentages of 
medical students enrolled from these areas were higher in all regions than 
the proportion of their population was of the total. This is particularly 
evident in the case of Western Canada where 64.3 per cent of the medical 
undergraduates come from metropolitan areas while only 42.6 per cent of the 
population were so located. The intermediate population centres of 1,000 to 
99,999 population, which accounted for 26.2 per cent of Canada’s population 
had 33.6 per cent of medical students. It is apparent that a location of a 
person’s home in relation to the location of medical school has some bearing 
whether or not he becomes a medical student. 


Table 3—21 shows the level of education of parents of medical students and of the 
labour force. 


Over one-third of the fathers of the medical students had received a forma] 
education above the high school level in contrast with about one-tenth of 
the Canadian male labour force who have attained a comparable level of 
schooling. Nearly one-half of the mothers of these students had received a 
formal education mostly at a high school level and university level in 
contrast to one-third of the Canadian female labour force who have also 
obtained this extent of education. 


It is apparent then that, in general, enrolment of the medical students is 
correlated to parents’ formal education. 
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TABLE 3-21 


LEVEL OF SCHOOLING OF THE FATHERS AND MOTHERS OF MEDICAL STUDENTS, 
CANADA, 1962 


Labour 
Level of Schooling Fathers Force 
(women)! 


University degree ........ aiclevelchelareterclsrsier 2.8 


SomesUniversity ie. <co.s clots cree ore stercleleis co 5.0 
High school graduation ............ 26.3 
Some high school ........... neowec 36.0 
Elementary school plus trade training . doi¢ 


Elementary school 


1 Census 1961. 


Source: University Student Expenditure and Income in Canada, 1961—62, Part II — Canadian 
Undergraduate Students, DBS, Education Division, Tables 14 and 15, p. 23, 


TABLE 3-22 


OCCUPATION OF THE FATHERS OF MEDICAL STUDENTS AND MALE 
LABOUR FORCE, CANADA, 1962 


Medical 
Students 


Male Labour 
Force 


Occupation of Father 


Per Cent 


Owners and) proprietors sc. «)e'sieiee ee ores s erelore Btetarereters 12.3) 
Managers and superintendents ......-.ccccccccccees 9.9) 9.9 
Professionalvoccupations:® s.cleisielcleleione ehereneicioleleroislelete 29.5 7.6 
Engineers ....... BA AGO 6 60 OO CO OO OOOO OURO C 2.6 0.9 
Teaching professions ........ceeee0. Sols cnsieyorsrokererohe 2.3 1.4 
Phy siciansvands:Suree ONsigs sic sic euels) cielo eletelolelelclonaerere 10.8 0.4 
Dentists %...<.s SRISSOGA USO. GOW OO BOGPoOoUcwDmodow Heil 0.1 
Pharmacistse. cn ercle cts ctetercheretc octave ove aleretevonave SAA 1.0 0.1 
egaliiprofessionsist.js..i state orelelis sis ofeleie alielele stoves stele a2 0.3 
ReligiouseprofessiOnsy.. cm o clere ciel etelstsiereretstote cle evens slay) 0.5 
Accountants vandvauditorsig.iiere one sierelete che cieccleloteterel® 3.6 0.6 
Other professional .........cccse06 ais tele elel svelietevets By SK 
Commercial and financial occupations ...... mel Oleareiene Uos 5.6 
Clericalvoccupationisyacnretercccideleie eter e te) creler clei eie eter alelerele Se, 6.9 
Manufacturing and mechanical occupation ........... 9.5 22.0 
Transportation and communication occupations ...... 4.5 8.0 
Constructiontoccupations i ciactterecietereleletciereiens sreloletele 3.7 6.3 
Service and recreation occupations ......cccccccees 2.3 8.5 
i ArMe FSMeric: tevers ete aveleretelel cleleve. exe) ovelioietanclenstevencreinletevelsiele 7.0 8.2 
Othersprimaryjoccupa tions mace silcisieicie ereiereiele = tele eiereie 2.4 3.8 
Farm and non-farm labourers” <..1<12 > «1c e.e le ecle erclele ec 2.9 9.6 
Altsother-andsnoti stated. srr istcl < es «ieleleneiels slelehotoreneiers 2.8 3.6 


Source: University Student Expenditure and Income in Canada 1961—62, Part II — Canadian 
Undergraduate Students, DBS, Education Division, Table 16, p- 24. 
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Table 3—22 indicates the percentage distribution of fathers’ occupation of the 
Canadian undergraduate medical students and a similar distribution of male 
labour force. 


Over half of the fathers of medical students were owners and proprietors or 
were employed in managerial and professional occupations in comparison with 
17.5 per cent of Canada’s male labour force. It is interesting to note that 

10.8 per cent of the students listed the father’s occupation as physician or 
surgeon, whereas doctors represented only 0.4 per cent of the total male 
labour force of the country. Table 4—15 shows that 12.4 per cent of Canadian- 
born physicians have indicated that their fathers were doctors. This survey 
simply confirms the fact that only half the expected number of students come 
from farms and farm workers. The same is true of manufacturing, transpor- 
tation and communication, construction and service and recreation occupations. 


Family income is also related to attendance at medical school. This is 
shown in Table 3—23. 


TABLE 3-23 
PARENTS’ INCOME LEVEL OF MEDICAL STUDENTS, 1961 


All Single Medical Students | 


Parents’ Income Level Medical Income of 
Away  /Taxpayers? 
Students 
from Home 
Per Cent 
Wessithanes S,OOO rece arate che clelovereccss aielets sere S5aL 27.0 41.4 SSE. 
SOO Ora 5 OO Oa ale cictereiecs cleweseleheietcas sss ae. 3 fie2 Ils) 13.1 9.4 
BE OOO ta 1 OOD cil cted ek es es u obtetametestbe 64 14.7 15.5 13.8 Tk 
SS O00 C= TOsO OOM area avsvcties oie ei aketateta cl efeb melee. 11.9 13.2 11.8 Des 
SLOZOOO) 81459990 coasters io feces alelone tosereue eterers 12.8 14.7 10.3 1.8 
Sy OO OROPERNOTE Bre ds cetsloraoicie ioc <ickare incense Sani e.s 14.3 18.1 9.6 Le 
Me dianicinGom elec cyecice nie ceases ecaetaiess’ «2.66 $6,439 $7,183 $5,655 $3,646 


s Adapted from 1961 Taxation Statistics. 


Source: University Student Expenditure and Income in Canada, 1961—62, Part II — Canadian 
Undergraduate Students, DBS, Education Division, Tables 7 and 18, p. 24—25. 


Ninety-four point seven per cent of the taxpayers in Canada made an income 
of less than $8,000 but only 61.0 per cent of medical students reported family 
income being of this level. On the other hand, 5.3 per cent of taxpayers 

made an income of $8,000 or more, while 39.0 per cent medical students 
reported their parents’ income of $8,000 or more. Forty-one point four per 
cent of single medical students who reported residing away from home, 

had parents whose income was less than $5,000. A median income of parents 
of single students residing away from home was somewhat lower than that 

of parents of students residing at home. 


All these references to socio-economic background of medical students, the 
under-representation of those from lower socio-economic classes and lower 
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representation from rural areas and smaller urban centres, would suggest 
that there is a financial deterrent to attendance at medical schools. 
However, entry into a medical profession is likely to depend not only on 
the possession of adequate financial resources, but also on the availability 
of educational facilities, a young man’s social background, his cultural 
environment, etc. 


Part-time and Summer Work 


Medical students accept part-time work while attending college probably 
in order to meet growing expenses. The extent of part-time work amongst the 
students is indicated in Table 3—24. 


TABLE 3-24 


PART-TIME WORK AND YEAR OF EXPECTED GRADUATION 
OF MALE MEDICAL STUDENTS, 1961—62 


Per Cent of Male Students 


Graduation Year Expected j i 
with Part-time Work 


1962 43.9 
1963 28.9 
1964 Sek 
1965 15.7 
All years? 24.8 


1 Includes some graduating in 1966 or later. 


Source: University Student Expenditure and Income in Canada, 1961—62, Part II — Canadian 


Undergraduate Students, DBS, Education Division, Table 26, p, 28, 


It appears that one out of four medical students had part-time work during 
a regular academic year. The extent of part-time work varied with the year 
of course. Thus in the final year of studies almost one out of two had part- 
time employment, while only one out of six in the first year. This may 
partly be explained perhaps by a larger proportion of married students in 
later years of studies and the family responsibilities of the older students. 
Some general picture of the variety of types of part-time jobs can be obtained 
from the Table 3—25. More than half of the reporting students had jobs that 
were related to their studies, and another one-tenth worked for a university. 
This would suggest that, apart from economic reasons, part-time jobs may 
also be sought in order to further academic training. 


Table 3—26 provides information on regional distribution of medical students 
with part-time jobs and hours worked per week. 


It appears that approximately one-third of medical students in Eastern 
Canada had part-time jobs as compared with one-sixth in Western Canada. 
This regional differential is propably due to greater economic need of the 
medical students in the eastern part of the country, which is relatively 
poorer. lt also appears that a larger proportion of the reporting students 


CANADIAN MEDICAL GRADUATES AND STUDENTS 87 


TABLE 3-25 
PART-TIME WORK AND TYPE OF JOB OF MEDICAL STUDENTS, 1961—62 


Type of Part-time Job Per Cent of Students 


Worked for university ............ 
Jobs related to course) 45.606. 0060 e006 
RIOsMeCeeted Aivstevea sree es afeysusteyete 
Jobs requiring special skills! ....... 
Store clerk, cashier, receptionist, etc.? 
Servicevoccupations: suaseey ss seas 
Recreation worker, entertainer, etc. 
Labourer, Factory worker, delivery service, etc. 


Baby sitter toddujob ber vise on: eueie <isouste evar neve eioisanene 
Worked for parents .......... Vor oiet abel atielt dial ct aah ole 
Other and not reported ........ Meteneie raarelotsrrierortcen cies canine rene 


1 Includes stenographers and other office workers, craftsmen and re pairmen. 

2 Includes stockroom keepers, purchasers, etc. 

3 Includes such occupations as waiter, maid, bellboy, bartender, guard, watchman and orderly. 
4 Includes truck and bus drivers, seamen, railway and highway workers, etc. 


Source: University Student Expenditure and Income in Canada, 1961—62, Part II — Canadian 
Undergraduate Students, DBS, Education Division, Table 28, p, 29, 


TABLE 3-26 


PART-TIME WORK AND HOURS WORKED PER WEEK 
BY CANADIAN MALE MEDICAL STUDENTS, 1961—62 


Per Cent Distribution by Number 
Percentage of Hours Worked per Week 
Region with Part- T 
time Job mens 10-19 | 20-29 |36 or more 
Sal than 10 js 

HiaSticiaeiteutetreree stetererets ve 36.0 50.0 seal 18.8 2Ba1 
Quebec asteccte vais co setae 29.3 3/25 23.6 11.1 27.8 
Ontario onparskneeneis ie as 23.8 OVfae 19.7 8.2 4.9 
We Sti cpeteysterers a's ecancisseisy« 17.6 tae) 20.4 255 Die 
Ganiada mincicieterrete siete ciel 25.4 56.4 2053 8.8 14.5 

| i 


Source: University Student Expenditure and Income in Canada, 1961—62, Part II — Canadian 
Undergraduate Students, DBS, Education Division, Table 30, p, 30. 


having part-time jobs, in that part of Canada, worked 30 hours or more per 
week, in comparison with the better-off parts of the country. 


Summer employment of medical students appears to be an important aspect 
of their university years and a means of financing their studies. The summer 
job opportunities may vary from year to year depending partly on the general 
economic condition of the country and since most Canadian students seek 
summer employment the competition is becoming stronger because of the 
rapid increase in the Canadian student population. However, the medical 
students do not seem to lack these opportunities as in 1956 only 5.8 per 
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cent of them were without summer jobs and in 1961 only 2.6 per cent of 
single male students were unable to find work. Eighty-nine point seven 

per cent of single male medical students and 95.6 per cent of married ones 
worked for pay in the summer of 1961. About 8.0 per cent of the single male 
and 4.0 per cent of the married medical students reported that they did not 
look for work.' 


The type of summer work of the medical students is indicated in 
Table 3-27. 


TABLE 3-27 
SUMMER WORK 1961 — TYPE OF WORK OF MEDICAL STUDENTS 


Type of Work Per Cent of Students 


Worked forsuniversitys.cc.ceterere oenetelele cleterere es Bion cowctc 
Jiobsirelated to Course’s.i.cie 6s <'e ie egerei clare eXaie Note ets Stal orerar clots ote) ete 
R.O. DCs netos eee. Wialeceidle siaveieie tare «te loiate Ge « Wetetels otebaietene 6 
Jiobstrequiringsspeciallckills = sun.eereieielsicieictsicieloieie eer 

Store clerk, cashier, receptionist, etc.? ......2cceeees 
Service occupations? .......... Let en aye asks 
Recreation worker, entertainer, etc. ....... OA 
Factory worker, truck or bus driver ........... HOO tab SORE: 
Labourer, seaman, railway or highway worker, etc. ..... 
Worked for parents ....... aievehorotcrercretcreretesercrotedsKcvevel eens 
Other and not reported... clrretereins «i -tere ofeler elec tale evene Mane. sNetevatehetevere 


1 Includes stenographers and other office workers, craftsmen and repairmen, 
2 Includes stockroom keepers, purchasers, etc. 
3 Includes such occupations as waiter, maid, bellboy, bartender, guard, watchman and orderly. 


Source: University Student Expenditure and Income in Canada, 1961—62, Part II — Canadian 
Undergraduate Students, DBS, Education Division, Table 22, p. 27. 


It is very pleasing to an educationist to note that about half of the reporting 
medical students, having summer work, had jobs related to their academic 
training or at university. 


Earnings from summer work are indicated in Table 3—28. 


The median monthly rate was $242 and on the assumption that most of the 
medica] students have a four-month summer employment, an average student 
was able to earn about $1,000 towards his education. 


It is difficult to assess the academic value of part-time work and of summer 
jobs and it is equally difficult not to conclude that evidently there is an 
economic need, on the part of the medical students, to seek additional 
sources of income to finance their university training. 


1 Ibid., Table 21, p. 26, 
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TABLE 3-28 
SUMMER WORK 1961 — MONTHLY RATE OF PAY OF MEDICAL STUDENTS 


a 


Monthly Rate of Pay Per Cent of Students 
Ves stthan $1 OOMaree tere che ecetete cle ce siete etece's ete ete wiareneone 4.2 
SL OOR— S14 Ones ole che croketar air elels olerclcl et oicticleveiatancheroteress foie 8.4 
Kes PT Sh Geonudoqds aubDOded OC OdED GD OO non GET 10.8 
S20 0W— 82 4 OMe aye ciolersicrsye eis ie stone! s BLalalaqsteteiaceic.e.siace.e « Sls7/ 
D2 SOc OOM cots eveiotenelelshotslclareters sre cls eleremnis ele ano oon 18.6 
SSO sa 400 ras ciel e siete cietaye slefsus sie ieis's etelsate iets cle sie ® eos 15 s5 
$350 =13 99 irs s arse cxehettarstaveretete clevonatctoher avevels. Sroverels steers 5.4 
SAOO F409 irate enereleietel els aie siwtele/ aveiers sWetelore!svelsiie tel sker e's, 3.9 
SS OOPOnsm Oremirsts oratererctoreiere eteretere sre <1 eave ezete afete, She ole ote 15 
Mediansmonthily rated. ec ic ore, creceretsiel so cletercrelels siovelvievers $242 


Source: University Student Expenditure and Income in Canada, 1961—62, Part II — Canadian 
Undergraduate Students, DBS, Education Division, Table 23, p, 27. 


(iv) Financial Difficulties 


There are a variety of reasons for a break in the continuity of university 
training. The DBS data provide some information on those medical students 
who withdrew for financial reasons but eventually returned to resume their 
medical training. These students reported the effects which the financial 
difficulties had on their academic careers. Table 3—29 provides this 
information. 


TABLE 3-29 
MALE MEDICAL STUDENTS REPORTING A BREAK IN THEIR SCHOOLING, 1961—62 


Percentage of Students who, East | Quebec | Ontario West Canada 
Because of Insufficient Money: Pi 

Postponed entrance to university ......... SO se0) Sy! i AGA 6.0 
At some time withdrew from university .... 7.0 - ahs 4.7 255 
Attended university part-time ............ 1.0 PASS: 13 1.0 1.6 
Enrolled in extramural courses ...... aeetets — 0.7 ilsff 0.7 1.0 
Percentage with some interruption 

instheirieducatiONnm.. «cess 267 Sere creke ters 14.6 ee 7.9 13.9 8.5 

es pe 


Source: University Student Expenditure and Income in Canada, 1961—62, Part II — Canadian 
Undergraduate Students, DBS, Education Division, Table 31, p, 30, 


It appears that 8.5 per cent of the reporting medical undergraduates 
encountered some financial difficulties that forced them to interrupt a 
regular course of training. Six point zero per cent indicated that they haa to 
postpone entrance to university. Of course, these statistics do not indicate 
the extent to which financial problems prevented some potential students 
from entering medical school! altogether. 
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(v) Students’ Plans Following Graduation 


The medical students were asked specific questions concerning their plans 
following graduation. Fifty-four point four per cent of them indicated that 
they would practise, 5.0 were offered special jobs elsewhere and 38.1 per 
cent would continue post-graduate studies, presumably leading towards 
specialization. The latter percentage is almost identical with that of the 
distribution of physicians in Canada as between specialists and non- 
specialists. Less than 1.0 per cent expressed a desire to teach? at the 
university level. Of course, these are tentative plans; some students might 
change them before the end of their university training. 


b. Cost Analysis of Attending Medical School 
(i) Distribution of Students by Level of Expenditure 


What is the cost of medical education to the student? What are his sources 
of income while in medica] school? Answers to these questions were sought 
through the DBS questionnaire on expenditures and incomes of the students. 
The factual information that is given in the following tables may be of some 
importance to the many students interested in the study of medicine, to 
their parents as well as to their college advisors, and the various other 
groups interested in costs to the student becoming a physician. 


The figures given are for the academic year 1961—62 and they may not 
necessarily be applicable to the current academic year either because of an 
increase in cost of living or because tuition and other fees have been 
increased, 


The students surveyed provided information with respect to their annual 
expenditures on specific items and a total for the academic year. Naturally, 
these expenditures differ from student to student because of spending 
habits, availability of funds, educational requirements, faculty, place of 
residence, etc. 


Table 3—30 shows average expenditure of the Canadian medical 
undergraduate students by regions, and, for comparative purposes, averages 
for students from other faculties. 


It appears that the average annual expenditure of $2,246 of medical students 
was the second highest after that of dental students. On a regional basis the 
highest average annual expenditure of medical students was in eastern 
Canada. This probably was due to the fact that only a small proportion of 
the students in that part of Canada resided in parents’ home and almost 
one-third of them were married, living with spouse. 


About half of the reporting medical students indicated that their total 
expenditure per annum was $2,000 or more as compared with about one-tenth 
proportion of students from Arts and Science. 


1 Ibid., Table 34, p. 31, 
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(ii) Expenditure and Marital Status 


Annual total expenditure of married students, living with spouse, was twice 
as high as that of single male students living away from home. This was due 
to the fact that married students with dependents spent a greater proportion 
of their money on capital and consumer-durable goods. The differences in 
average annual expenditure between married and single students are shown 
in Table 3-31. 


TABLE 3-31 


AVERAGE EXPENDITURE OF MARRIED MEDICAL STUDENTS, AND SINGLE MALE 
STUDENTS LIVING AT HOME AND AWAY FROM HOME, FOR REGIONS 
AND CANADA, 1961—62 


Single Students 


Living at Home | Living away from Home 


Married Students 
Living with Spouse 


eeoeeeceoc eee oe ee eee ee 


Quebec 
Ontario 


eevee eeeee eee see eee 


Source: University Student Expenditure and Income in Canada, 1961—62, Part II — Canadian 
Undergraduate Students, DBS, Education Division, Table 36, p, 37, 


Average expenditures of married male students were highest in the Province 
of Quebec and in Eastern Canada, by about $800 and $250 respectively 
more than compared with the national average of about $3,900. There were 
smaller regional differences between average expenditures of single male 
students living away from home. For those living at home, the highest 
average expenditure was incurred by students in Ontario and in Western 
Canada, while this average was lowest in Halifax and then slightly higher 
in Montreal and Quebec City. 


(iii) Educational and Living Costs 


The various items of expenditure incurred by the students may be classified 
under educational costs and living costs. The former include fees, books, 
fraternity dues, transportation from home town to dwelling in college town, 
and other current expenses on school supplies and equipment related to 
university work. All other expenses are included under living costs. 


Table 3-32 gives average expenditure, by items of expenditure, and per cent 
of medica] students reporting having made a particular expenditure. For 
comparative purposes educational costs of students from other faculties are 
also given. 
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TABLE 3-32 


AVERAGE EDUCATION AND LIVING COSTS OF MEDICAL AND 
OTHER STUDENTS, CANADA, 1961—62 


Medicine 


P t i- o 
Items of Expenditure cre : Law oe eo 
Average of istry neering acy 
Expend.| Students 
Reporting 


Bees i(tuition, etc.) 2... .« 
Duesi(iraternity, ete.) - i crete 38 
Dext-books' Gi... Salar e athe Be re wa 
School supplies and equipment . 26 
Transportation ...... §O'0-6.610.0 3 

(othersthanplocal)) i)... ..c1s.<161- 85 S255 39 88 67 65 

Total education costs.... 802 744 Sil 610 543 

Transportation (local) ........ iil 60.9 
Room and board or household 

Operating costs”. 0... « Sree one 854 tiles: 
Recreation, refreshments, 

cigarettes metc.sre sie cies crarene 185 96.4 
Grooming (haircuts, laundries, 

GENS GonGaonn ands OO0O Ono t 61 98.1 
Glothingac-c carne cies cisie oo else 143 96.0 
Healthe eo .tercetee are eos pean ot 53 Wiles) 
Durablesitems. ee. cee x aes cine 354 (i 3%/ 
Church and charitable 

GONAtIONS aire cvelsleWebpets te ous a0¢ 36 5555 

Total living costs ...... 1,444 
Total expenditures 2,246 | 
— wh ovis Oe eee 


Source: University Student Expenditure and Income in Canada, 1961—62, Part II — Canadian 
Undergraduate Students, DBS, Education Division, Table 37, p. 38. 


The average education costs of $802 of medical students were the highest in 
comparison with the similar costs incurred by the students from other 
faculties mainly because of higher fees and higher expenses on school 
supplies. An average of total education costs constituted approximately one- 
third of an average medical student’s annual total expenditure. Fees alone 
accounted for one-quarter of the total expenditure. The increasing cost of 
medical education falls heavily on a lower income family and it may be 
beyond their financial possibility. 


Room and board or household operating costs also constituted about one- 
third of the total expenditure. The other more important expenses were on 
durable items, presumably mainly incurred by married students, and on cars, 
then on recreation and smoking and on clothing. 
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(iv) Median Expenditure and Age 


Expenses tend to increase with the age of the students and the year of 
course. This is evident from Table 3—33, 


TABLE 3-33 


MEDIAN EXPENDITURE OF MEDICAL STUDENTS, BY AGE AND EXPECTED YEAR 
OF GRADUATION, CANADA, 1961-62 


Age of Students Year of Graduation Expected 

$ $ 
Under 21 MOUS cae tokss oes) arate 1962 2,510 
A WASPS Croco Okie 1963 2,016 
22—24 SWS EVE clo.c.0.p tis “ 1964 1,936 
25 and over 2 SAB. iteere ares 1965 1,758 
1966 and later 1,638 


Source: University Student Expenditure and Income in Canada, 1961—62, Part II — Canadian 
Undergraduate Students, DBS, Education Division, Table 41, p. 39. 


The probable reason for the higher median expenditure of older students is that 
a higher proportion of them were married as compared with other students. 


TABLE 3-34 


PER CENT OF MEDICAL AND OTHER STUDENTS RECEIVING FUNDS 
FROM CONTRIBUTING SOURCES, CANADA, 1961—62 


(weighted) 
Med- ‘| Dent- Engi- Pharm- 
Source of Income icine istry Law neering acy 
Per cent 
Fellowships and Assistantships ......... Sia! 0.5 0.8 1.4 0.5 
Scholarships and Bursaries .........eee. 41.9 Sil) SOs 39.3 28.6 
D.V.A., National Defence, R.O.T.P. ..... 5.9 8.5 1.6 6.3 1.6 
OthersGrants=in=Aidimiwce cs eto sei eerererer ete secliets 3.0 Sa0 Sot 4.1 3.0 
Leave of Absence with Pay..... eed Wr or 0.1 0.3 0.3 0.4 L237 
Loans: 
(a) from Parental Family.............. 22.9 DEN akS 18.8 21.4 14.3 
(b)ptrom’Gollegern. citi tetstcieneiet crises a 7.4 8.1 4.0 4.1 4.6 
(c) from Bank or Insurance Co. ........ 6.5 6.8 8.4 6.2. 2.9 
(d) from Provincial Government........ 22.2 23.0 22.1 18.6 10.9 
(e)ifromiOther Sourcesieyieeeiisisreveiscs. accu: 10.7 10.6 8.5 Ta) 7.6 
Funds from Parental Family........ aise 3 53.4 43.8 55.0 47.8 eM 9/ 
Hunds fromySpouseys aersicrclieke! vercre) feleraleiese 13.4 BNP) 15.4 6.8 4.9 
Gifts from Relatives, Friends............- 18.5 1822 16.8 14.6 Lani 
Savings from Summer Employment...... oe 78.3 77.4 16.3 83.4 80.2 
Earnings from Part-time Jobs 
during School Weare ven. 6 cies eine ete e 20.7 18.4 3035 Sez: 45.5 
Personal Savings (other than above)...... 19.5 20.5 18.2 23.6 23.0 
Investments, Endowments, Insurance ..... 6.6 5.4 10.0 Sea 3.8 
Other Sources reese patente chtans Geto as sic 3.4 4.8 UP 4.3 4.5 


Source: University Student Expenditure and Income in Canada, 1961—62, Part II — Canadian 
Undergraduate Students, DBS, Education Division, Table 44, p. 45, 
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c. Sources and Amounts of Income of Canadian Medical Students 


(i) 


(ii) 


The medical student, like other students in Canada, gets his income from a 
great variety of sources. There are some students, of course, who depend 
entirely on parents’ income, others earn enough from part-time and summer work, 
still others receive adequate scholarships. 


Per Cent of Students, by Source of Income 


Table 3—34 shows the per cent of medical and other students who received 
income from the various sources listed. Each item is separate and, therefore, 
the percentages do not add up to 100. 


Grants-in-aid, including scholarships, etc., were reported by 54.2 per cent 

of medical students as compared with 43.8 per cent in Dentistry, 51.5 per cent 
in Law, 51.5 per cent in Engineering and 35.4 per cent in Pharmacy. Loans from 
various sources were reported by about 70.0 per cent in Medicine and Dentistry 
as compared with approximately 60.0 per cent in Law and Engineering and only 
40.0 per cent in Pharmacy. 


About 50.0 per cent of students reported receiving financial assistance from 
their parents, and, as previous analysis has shown a greater proportion of 
students in Medicine and Dentistry and Law were married; these students 
received in slightly higher proportion some funds from their working wives. 


Savings from summer employment were reported by about four-fifths of the 
students from all the faculties considered here. The percentage of students 
reporting earnings from part-time work during the academic year was highest for 
the students in Pharmacy as compared with one-sixth to one-third in other 
faculties. About one-fifth of the students in all faculties considered repor- 

ted using personal savings, other than those from summer employment. 


Average Income, by Source 


Table 3—35 indicates the average amounts of revenue received by 
Canadian undergraduate medical students from the same items as in the 
previous table and the percentage of the total income received which each 
of the contributing sources represented. 


On the average, students who reported fellowships and assistantships 
received about $550 and those who received scholarships and bursaries 
reported $400. Those who borrowed money, on the average, were able to get 
about $900 from the banks or $800 from their parents. The earnings of wives 
of the married students of about $2,100 covered about half of their annual 
expenditures. Students were able to save about $550 from their summer 
employment and the same amount was reported by those who had part-time 
work during the school year. 


An average medical student relied on funds from home to an extent of about 
one-fifth of his revenue, another one-fifth of savings from summer employment, 
while grants-in-aid and loans contributed approximately one-sixth each of his 
total revenue. 
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TABLE 3-35 


AVERAGE AMOUNTS OF INCOME RECEIVED BY MEDICAL STUDENTS FROM 
CONTRIBUTING SOURCES AND PERCENTAGE OF TOTAL INCOME 
RECEIVED, BY SOURCE, CANADA, 1961-62 


Percentage of 
Average 
Total Income 
Source of Income Amount ? 
Received Received 
by Source 
— | ee ee 
$ % 
Fellowships and Assistantships ......... es Me es 545 ; oA) 
Scholarships and Bursaries .......+eeeees SH OUD 384 2 
D.V.A., National Defence, R.O.T. P.. 56 db eel e//alie stele s- 2,062 533 
Other Gratits=in-Aid ere clots overole ohatetelel lel ellclelctelietaleta’ «ove ate 311 0.4 
Leave of Absence with Pay .........+.... sheloMeratetershe 22 _ 
Loans 
(a) From Parental Family ..... EOE CELE OLMOSOFS Sais 794 7.8 
(b)Peromi Colleges. .1.1 1.0: OHO OD OO MAGOBID Oo. 259 0.9 
(c) From Bank or Insurance Company ............- 890 2.6 
(d) From Provincial Government ..... TO Oa Ono 422 3.8 
(e)prrom Other Sources .cjccicris elersin clekerciele oS Cioran 479 2.2 
Funds from Parental Family .......... aistcheteletenets cere 955 22.0 
Und Ss from) SPOUSE a ccia «eels «los Sieretohers TOC WOM 2,086 11.9 
Gifts from Relatives and Friends...........cceeeees 224 1.8 
Savings from Summer Employment ...........0060% doe 549 18.4 
Earnings from Part-time Jobs 
DUPIN GIS CHOOL Meare selsisieie cele Mataarsteetels oars « 555 Saw 
Personal Savings (other than above)............. Sow 400 Sh 
Investments, Endowments, Insurance, etc..........¢: 749 2.6 
Other Sources 
Income Needed 
Income from All Sources 


“ Fellowships and Assistantships included here as in all cases they accounted for 1.0 per cent or 
less. 


Source: University Student Expenditure and Income in Canada, 1961—62, Part II — Canadian 
Undergraduate Students, DBS, Education Division, Table 45, p. 45, 


(iii) Importance of Scholarships 


Table 3-36 relates scholarships to age and year of expected graduation 
of medical students. 


It appears that the availability of scholarships is fairly evenly distributed 
amongst students in all years of the medical course and the median scholarship 
does not vary substantially between either age groups of students or year in 
course. The implication of this fact is that once a student enters a medical 
school he can count on some financial help from the scholarships available to him, 
One-third to two-fifths of medical students were receiving scholarships. Although 
the median scholarship of $300—350 does not appear to be high enough if more 
able students are to be encouraged to enter medical schools; however, the median 
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TABLE 3-36 


SCHOLARSHIP AND AGE OF MEDICAL STUDENTS AND YEAR OF EXPECTED 
GRADUATION, CANADA, 1961—62 


Per Cent Year of Per Cent 


Age of : Median ; Median 
Students wath _ |Scholarship Exp ected ele Scholarship 
Scholarship Graduation | Scholarship 
% 
1962 349 
1 S52 Olene ere. cPeveher ene 1963 42.2 326 
Deh) A eth che tal artes one 1964 43.2 350 
2 SF ANGLOVER 0) sisio « 1965 43.7 313 
1966 
and later 43.1 342 


——— 


Source: University Student Expenditure and Income in Canada, 1961—62, Part II — Canadian 
Undergraduate Students, DBS, Education Division, Table 48, p. 47. 


scholarships available to students in other faculties do not differ substantially 
from those for medical students. 


d. Foreign Students in Canadian Medical Schools, 1961-62 


During the academic year 1961—62 there were 7,900 non-Canadian students 
enrolled in Canadian universities and colleges, who constituted 6.1 percent of the 
total university student population in this country. Canadian medical schools in 
the same academic year had 354 undergraduate medical students from other 
countries, which number accounted for about 10.0 per cent of the total medical 
undergraduates in Canada. In addition, there were 32 foreign graduate medical 
students. Table 3-37 shows the distribution of these students by country 
or area of birth. 


Three-fifths of foreign medical undergraduate and two-fifths of foreign 
medical graduate students were from the United States. A total of 213 undergradua- 
te students came from the United States and thus some 50 students in any one year 
of graduation may be expected to be American. Approximately one-third of all 
non-Canadian medical students came from the countries of the British Commonwealth. 


Table 3—38 indicates the distribution of foreign medical students between 
medical schools located in the various regions of Canada. 


This table indicates that approximately two-thirds of foreign 
medical students in Canada were in the medical schools located in the Province 
of Quebec and Ontario. 


Out of 354 foreign undergraduate medical students 127 received grants-in-aid 
from Canadian and non-Canadian sources, amounting, on the average, to $920. The 
corresponding figures for foreign graduate medical students were 19 and $3,305, 


University Student Expenditure and Income in Canada, 1961—62, Part I — Non-Canadian Students, 
DBS, Education Division, Table 22, p. 24, 
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TABLE 3-37 


COUNTRY OR AREA OF BIRTH OF FOREIGN UNDERGRADUATE AND GRADUATE 
STUDENTS IN CANADIAN MEDICAL SCHOOLS, 1961-62 


ndergraduate Students; Graduate Students 
Country or area of birth a 
Number Per Cent! Number Per Cent 
ie |S aan 
United States;of America, ...<. oe sisles O13 60.2 
Gentraland South Americal os. 2. eee se « 9 D'S 
West Indies 24... 0.%5 siecssclees cieeculs SOS 59 16.7 2 
Unitedekingdomye. wisi « slisiersielisiercisreretslelsiere « 5 1.4 1 Seu) 
Continentalshurope wes siete cence tel rererer are 9 6 1.7 3 9.4 
ASYa Wik Saste'e tes eteraasrePane aL Monet NM aev sneer 49 13.8 nts 34.4 
Republic of China .........; 5 Schiy Bikes Lal Real - - 
HonerKone: maere< cs SG b0deQo RCCbwOd a8 22 6.2 1 Seal 
Other Asia’ ...... Py foe ere. wile epee ge bisa 16 4.5 10 S123 
Australia and New Zealand ............. 1 0.3 _ 
Africa mas ser Biaeess ere abedetetatare ors shallot ere 11 Sel 2 6.3 
Not Stated ....... S51, Beto OES HOBO D OOU.GIaS 1 0.3 - - 
‘Total... aicletcnsetsuehs Bronc toners e's . 354 100.0 32 100.0 
Students from British 
Commonwealth aac einen: Rebs artes 103 29.1 9 28.1 


1 Includes Malaya, India, Pakistan and other Asian countries. 


2 Includes United Kingdom, Australia, India, Pakistan, Malaya, Hong Kong, Ghana, Nigeria, and 
British West Indies. 


Source: University Student Expenditure and Income in Canada, 1961—62, Part I — Non-Canadian 
Students, DBS, Education Division, Table 6, p. 19, 


TABLE 3-38 


DISTRIBUTION OF FOREIGN UNDERGRADUATE AND GRADUATE MEDICAL 
STUDENTS IN CANADIAN MEDICAL SCHOOLS, BY REGION, 1961—62 


Foreign Medical Students 


Region Undergraduate Graduate 
Eiastiscitcrterce aie ei etens Soomouwoe Goa oon 56 7 
OWAsXs Gu kobodew oh occu acodtocosuducc Lt 
Ontariomnrnsrc.e cee aielenenerete ou Gol dtidtas clot 87 
WieStaee sme ierers POURS 0:00 ORL DION.C Os Oren 60 
Canad a rcdtesrehe eters sh evereietere sere's & Oe 354 


Source: University Student Expenditure and Income in Canada, 1961—62, Part I — Non-Canadian 
Students, DBS, Education Division, Table 7, p. 20, 
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e, Canadian Graduate Students in Medicine? 


During the academic year 1961-62 there were 7,900 non-Canadian students 
14 women, post-graduate medical students enrolled in the Canadian medical schools. 
All of them had M.D. degrees and were working towards the M.A. or Ph.D. degrees 
in medical sciences, particularly, in physiology and biochemistry, or diplomas in 
medicine and surgery. These students in large measure constitute a pool of future 
medical teachers and scientists. Forty-eight of them have indicated intention to 
work in this area, 


Thirty students reported their father’s occupation as professional (10 were 
physicians and surgeons) and 14 as proprietors and managers. Forty-four of the 
reporting medical graduate students were married and their average income was 
$5,436 as compared with $3,621 of 7 single students living at home and $3,275 
of 21 single students living away from home. Their income was mainly derived 
from fellowships of about $3,000 each. There were only a few students receiving 
scholarships. About three-quarters of the married students indicated total education 
and living costs per year of $4,000 and over, while three-quarters of the single 
students incurred total cost of $2,000 and over. 


About half of the total] 75 students were within the age group of 25—29 years 
and almost another half were over 30 years old. Most of these graduate students, 
if they were in private practice, would be earning an income of $10,000 or more at 
this age. It seems that if our medical schools are to secure the necessary recruit- 
ment of the medical teaching personnel adequately, to meet the growing demand 
with the expected expansion of medical schools, higher fellowships and scholar- 
ships will have to be provided for the medical graduates in Canada. 


1 Reference: University Student Expenditure and Income in Canada, 1961—62, Part III — Canadian 
Graduate Students, DBS, Education Division. 


CHAPTER IV 


Distribution and Some Professional 
Characteristics of Canadian Doctors 


1. Introduction 


In order to assess the relative availability of medical services in different 
regions and centres in Canada, it is necessary to analyse the distribution of phy- 
sicians by various criteria such as age, location, specialization, etc. 


The first part of this chapter is concerned with an analysis of the distribution 
of Canadian medical manpower by age groups, years since first licensed to 
practise, years of practice, length of time in present practice or employment, and 
degree of retirement. It also includes a section on women in medicine. 


Another part deals with the geographical distribution of physicians, including 
an evaluation of the factors influencing location of practice and choice of location 
of first practice, the problem of medical care in rural areas and the geographical 
mobility of doctors. 


This is followed by an examination of the patterns of types and auspices of 
work among Canadian doctors and their professional mobility. 


The last section of this chapter is concerned with the problem of 
specialization in the medical profession, including reasons for and implications 
and limitations of such specialization. This is followed by an analytical and 
statistical examination of the distribution of specialists by specialty practised 
and their location. 


In some sections, the above analysis is made seperately for Canadian-born 
and immigrant physicians for comparative purposes. 


The statistical data employed in this chapter have mainly been drawn from 
the replies of the doctors to a Questionnaire on Medical Practice, which was 
mailed in the spring of 1962 to all doctors in Canada, including salaried physi- 
cians, interns and residents. A sample questionnaire is reproduced as Appendix 
4-1. A mailing list of physicians, compiled mainly from the Canadian Medical 
Directory, was supplied by the Department of National Health and Welfare. The 
survey of physicians has been conducted to provide information concerning the 
distribution and utilization of physicians in Canada and to obtain doctors’ 
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opinions about current plans of medical insurance and possible future 
developments. 


From an initial mailing list of over 21,000 doctors nearly 12,000 usable 
replies were received, of which not all applied to the different parts of the 
analysis. Consequently, the number of respondents in various parts of this survey 
varied slightly, thus reducing the effective response rate for various sections of 
the analysis. 


The effective response rate of active physicians to the Questionnaire on 
Medical Practice is shown in Table 4-1. 
TABLE 4-1 


PER CENT RATE OF RESPONSE TO 1962 QUESTIONNAIRE ON MEDICAL PRACTICE 
OF ACTIVE PHYSICIANS, FOR PROVINCES AND CANADA 


Physicians, 1962 Questionnaire Response 
Province Number ot | Per Cent | Per Cent 
Number Per Cent | Usable of Rate of 
| Replies Canada | Response 
Newfoundland 72.5. sass as 296 4 150 | 1,3 SOnu 
Prince Edward Island ......... 88 0.4 51 0.4 58.0 
NovarScotialhenia. satiate 728 3.4 427 Sy YF 58.7 
New Brunswick o.oo oe 462 Daa 248 DN YS i/ 
Quebec? vane ss ery ee ory eiernres 6,067 28.3 2,841 24.5 46.8 
Ontario. &.4rsanie neue Oieia sere 8,120 37.9 4,378 37.8 53.9 
Manitobace int ticceeiine sista ae 1,126 5.2 699 6.0 6251 
Saskatchewan. cee oaks eee 847 4.0 551 4.8 65.1 
Albert ancy ays itoty sort iow ees 1,455 6.8 843 das 57.9 
British) Columbian cece rr 2,245 10.5 1,385 12.0 61.7 
Canadalin santo oaks Giceeeye reer 21,434 100.0 ates 100.0 54.0 


1 Excludes Yukon and Northwest Territories. 
Source: Directory of Canadian Mailings Ltd., October 1, 1962, and Questionnaire on Medical 
Practice, 1962, Royal Commission on Health Services, 


The survey data may be considered as fairly representative since the 
percentage distribution of respondents, by province, is, within a narrow percentage 
margin, in agreement with the actual distribution of the medical manpower in 
Canada by province. The response rate of the Province of Quebec is the lowest 
with less than half of the physicians replying to the questionnaire, and approxi- 
mately half of the physicians in the provinces of Newfoundland, Nova Scotia and 
Ontario replied. As for the remaining provinces, about three-fifths of their phy- 
sicians provided usable replies. 


The survey data are supplemented by statistical information contained in 
the periodical reports of the ‘‘Survey of Physicians in Canada’’ published since 
1946 by the Research and Statistics Division of the Department of National 
Health and Welfare in the Directory of Canadian Mailings Limited and in the 
various briefs of the provincial and national medical organizations submitted to 
the Royal Commission on Health Services. 
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2. Age of Physicians 


The age distribution of active physicians is an important factor in 
considering the supply of doctors in the various regions as well as in the country 
as a whole because of its relation to the effectiveness of the physicians and its 
bearing on retirement and death. The fact that some regions have a comparatively 
higher proportion of older physicians, whose effeciency naturally decreases with 
age, still further reduces the available supply of medical services as indicated 
by crude numbers of living physicians in the regions concerned. 


Table 4—2 compares the age distribution of active civilian physicians in 
Canada over a period of thirty years. Regional data concerning age distribution 
are given in Appendix 4-2. 

TABLE 4-2 


PER CENT DISTRIBUTION OF ACTIVE CIVILIAN PHYSICIANS, 
BY AGE GROUP, CANADA, 1931-1961 


1 Based on total for whom age is known. 

2? Excludes Yukon and Northwest Territories. 

Source: 1931-51, Survey of Physicians in Canada, 1954, Research Division, Department of National 
Health and Welfare, Table 5, p. 13; 1931, 1941, and 1961 Census data; 1951, Physicians 
Register, Department of National Health and Welfare. 


In Canada as a whole, 64.0 per cent of active civilian physicians were 
under 45 years of age in 1961 as compared with 52.0 per cent in 1931, 51.9 per 
cent in 1941 and 53.3 per cent in 1951. Thus there has been the trend toward 
an increased proportion of younger doctors in the over-all age distribution of the 
civilian medical manpower in this country. 


The increasing longevity enjoyed by the general population seems to be 
shared by the physicians as well, and this is indicated by the larger percentages 
in the age groups 65 and over. In 1931, the per cent of active civilian physicians 
who were aged 65 and over amounted to 8.3 as compared with 10.8 and 10.5 in 
1941 and 1951 respectively. Increased longevity of physicians implies larger 
professional resources through increased years of practice for individual phy- 
Sicians that is equally advantageous to all regions and areas. 


The median age, which had ranged between 44.2 and 43.7 years during the 
period of 1931 to 1951, dropped to 42.1 in 1961. 
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The regional variation in age distribution of physicians in 1962 is quite 
apparent.! In the Atlantic region, 55.4 per cent of active civilian physicians were 
under 45 years of age, in Ontario — 58.9 per cent, in British Columbia — 59.9 per 
cent as compared with 60.6 per cent national figure. Quebec had a particularly 
high percentage of 64.0 of physicians in this age category and the Prairie region 
had the next highest percentage of 62.3. It will be noted from Appendix 4—2 that 
Ontario had a particularly high percentage (7.0) of physicians in the age group 

65 and over. The Atlantic region had the next highest percentage (5.3) of phy- 
sicians in this age category, while British Columbia, the Prairie region and 
Quebec had 2.9, 4.3 and 5.0 per cent respectively. 


Appendix 4—3 shows the number and percentage distribution of active 
civilian immigrant physicians, by age group, for regions and Canada as based 
on the survey of physicians in 1962. The same data for the country as a whole 
are shown in Table 4-3. 


TABLE 4-3 


NUMBER AND PER CENT DISTRIBUTION OF 
ACTIVE CIVILIAN IMMIGRANT PHYSICIANS, 
BY AGE GROUP, CANADA, 1962? 


Immigrant Physicians 


Age Group Number 


Reporting 


ee 


eo oe ee eee eeoeeeo eee ee 


eo eee ee eee eres ese ve 


ey 


eee eee eee oe eee ere ose 


ee eee eee oe ese eee 


eo eee eee eee eree 


1 Excludes Yukon and Northwest Territories. 


Source: Questionnaire on Medical Practice, 1962, 
Royal Commission on Health Services. 


It is of interest to note that 66.3 per cent of active civilian immigrant 
physicians were under 45 years of age as compared with 60.6 per cent of the 
total Canadian civilian medical manpower. The higher percentage of younger 
immigrant physicians must be related to the considerable influx of these phy- 
sicians during the 1950’s as shown in the chapter on supply of physicians. The 
additional training requirements in Canada and language barrier in some cases 
act probably as a deterrent against the potential supply of middle-aged immi- 
grant physicians. 


1 See Appendix 4—2, 
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Appendix 4—4 indicates number and per cent distribution of active 
civilian specialist physicians by age group, for regions and Canada, in 1962. 
The same data for the country as a whole are shown in Table 4—4. 


TABLE 4-4 


NUMBER AND PER CENT DISTRIBUTION OF 
ACTIVE CIVILIAN SPECIALIST PHYSICIANS, 
BY AGE GROUP,.CANADA, 1962! 


Physicians 


1 Excludes Yukon and Northwest Territories. 


Source: Questionnaire on Medical Practice, 1962, 
Royal Commission on Health Services. 


Out of 4,052 reporting specialists, 54.1 per cent were under 45 years of 
age as compared with 60.6 per cent of the total civilian medical manpower in 
Canada. This differential is the result of longer training required for the 
specialists. Only one-tenth of the reporting specialists were under 35 years of 
age as compared with one-quarter of the total active civilian reporting phy- 
sicians. As of June 1954, only 13.8 per cent of specialists in private practice 
were under 35 years of age as compared with 27.1 per cent of physicians 
engaged in general private practice.? 


3. Degrees of Retirement 


Table 4—5 shows the degree of retirement reported by physicians who 
considered themselves partially or fully retired. The total number of this 
category of physicians amounted to 334, which constituted 2.9 per cent of the 
reporting active civilian physicians. This percentage is almost equal to the 
percentage distribution of active civilian physicians who were aged 70 and 
over. This part of the analysis would suggest that probably the physicians 
reaching the age of 70 years might be considered arbitrarily as retired. 
Consequently, it may be argued that the retirement rate of Canadian physi- 
cians, working under the existing conditions, amounts to three per cent of the 
medical manpower. 


1 «‘Active Civilian Physicians, June 1954, by Age Group and Nature of Major Work’’, a memorandum 
from the Research and Statistics Division, Department of National Health and Welfare, April 1962, 
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An American study on medical manpower in the United States indicated 
that out of 257,035 physicians in 1962 there were 9,851 retired doctors, not in 
medical practice, i.e., 3.8 per cent.’ 

TABLE 4-5 


RETIREMENT OF PHYSICIANS, BY DEGREE OF RETIREMENT, CANADA, 19621 


< Number Per Cent of 
Degree of Retirement : g 
Reporting Total Reporting 
he: 

100 per:centiss Gia. as Wen eerie eee 97 29.0 
OO ae TITS Ae 2 te biskvk GMM ate atc ere 36 10.8 
seas 2 tA Maen SP Re Tales WOR ere 60 18.0 
7A ar NMR | aa Lae, SVs Soni Main eta 16 4.8 

es LARA P | bie’ <9 een Ts 6 1.8 
Notestatedaseet in iin eaten a tee one £19 35.6 
Total number reporting ..............005. 334 100.0 
Active civilian 
physicians reporting ceadanr. cinco eels ae a 11,560 2.9 


1 Excludes Yukon and Northwest Territories. 


Source: Questionnaire on Medical Practice, 1962, Royal Commission on Health Services. 


4. Years of Practice 


Appendices 4—5A and 4—5B show the number and per cent distribution of 
Canadian-born and immigrant active civilian physicians respectively, by years 
since first licensed to practise in Canada, for regions and Canada, in 1962. 
Table 4—6 summarizes the above data for the country as a whole. 


This table indicates that approximately four-fifths of immigrant active 
civilian physicians obtained their licence to practise medicine in Canada 
during the last 15 years as compared with only one-half of Canadian-born 
physicians. This comparison confirms the previous finding of heavy reliance 
of Canadian medical manpower on the supply from outside sources during the 
post-war years. 


Table 4—7 shows the distribution of active civilian immigrant physicians by 
years of residence in Canada. 


It is difficult to establish a time lag between the years of residence and years 
since first licensed to practise in Canada for the immigrant physicians. An examination 
of the last two tables indicates, however, that 81.9 per cent the reporting immigrant 
physicians obtained their licences during the last 15 years as compared with 80.4 
per cent of these physicians having resided in this country during the same period. 
Looking only at the last five years it can be seen that 30.2 per cent of the immigrant 
physicians obtained their licences while only 18.3 per cent of these physicians resided 
in Canada during the same period. This would suggest that about half of them resided 
longer than five years. 


1 Health Manpower Source Book, Section 14, Medical Specialists, U.S. Department of Health, Educa- 
tion, and Welfare, Public Health Service, Washington, D.C., 1962, 
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TABLE 4-6 


NUMBER AND PER CENT DISTRIBUTION OF CANADIAN-BORN 
AND IMMIGRANT ACTIVE CIVILIAN PHYSICIANS, 


BY YEARS SINCE FIRST LICENSED TO PRACTISE IN CANADA, 1962! 


Years Since Physicians Physicians 


First Licensed Per Cent 
to Practise Nomber2|(or Total 
in Canada Reporting | Number 
Reporting 
Wessithanoy.. scl st 1,195 14.7 
99 Bila a inisis «alee 1,558 19.1 
ae) Ee Ye carne oa oe 1,407 17.3 
V5 rl Oc, ofenonctenees 1,079 NSS 
2 ON 24 eetenone sierei aes) s 869 10.7 
PENA ING BOOS CODE 733 9.0 
BO sae ee 514 6.3 
B57 BOM icin Pie ar 395 4.8 
40 and over........ 388 4.8 
Total 
Number Reporting.} 8,138 100.0 


Per Cent 
Number | of Total 
Reporting | Number 
Reporting 
826 | 30.2 
937 34.2 
479 MIS 
138 5.0 
88 Sara 
92 3.4 
81 3.0, 
aS LEO) 
44 Male 
2,738 100.0 


1 Excludes Yukon and Northwest Territories. 
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Total 
Per Cent 
Number | Of Total 
Reporting| Number 
Reporting 
2,021 18.6 
2,495 22.9 
1,886 LS 
AGT, 112 
957 8.8 
825 Uke 
595 SB 
448 4.1 
432 4.0 
10,876 100.0 


Source: Questionnaire on Medical Practice, 1962, Royal Commission on Health Services, 


TABLE 4-7 


NUMBER AND PER CENT DISTRIBUTION OF 
ACTIVE CIVILIAN IMMIGRANT PHYSICIANS, 


BY YEARS OF RESIDENCE IN CANADA, 1962! 


Years of Residence 


Wessethatied fir5-<) cucrers « ticPevene st sameiopSwerzantens 
SEO erates oles ce eliccs ns wee he ayer eh eMlopececele. as 

LO ey Arete tastier chica eave syaite says tonal okave nel he 
US Few GO ete as crer Masters: sls ler Maren eweneds (evs, Suoloneraial ore 
D Ot D A ee al shen ea Ais, c es) tel shaw bo ror potions ebeloten otek 
DS reed OF BG sroushaa sien ctene: sescecavensta nie este ovate sss 
SB 4 be ere cr ono ea isl Shes loans loke, « alreters eretene reners 
B55 30 Bee: VacehWateres ay ata fa sual shears eee: Mons pa da overs 
AQvandiOVer®> a esinsiis ene sheds seicne''s ehewees, Gis es 
Total’. sore acencuctens eevee e sietenee sietane 


1 Excludes Yukon and Northwest Territories. 


Per Cent of 
Total Reporting 


18.3 
33.4 
28.7 
S74 
3.3 
12 
DP: 
2.9 
6.8 


100.0 


Source: Questionnaire on Medical Practice, 1962, Royal Commission on Health Services. 
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Table 4—8 indicates the distribution of active civilian immigrant physicians, by 
birthplace, for regions and Canada. 


Approximately half of the reporting immigrant physicians came from the United 
Kingdom and Commonwealth countries and one-third from Europe. The Commonwealth 
physicians were mainly located in Ontario, the Prairie Provinces and British Columbia, 
while immigrant physicians from Europe were located principally in the Province of 
Quebec, Ontario and the Prairie Provinces. In the Province of Quebec about half of 
immigrant physicians have a European background but only one-fifth came from the 
United Kingdom and Commonwealth countries. 


Table 4—9 shows the distribution of immigrant physicians by place of 
undergraduate medical training. 


TABLE 4-9 


NUMBER AND PER CENT DISTRIBUTION OF 
ACTIVE CIVILIAN IMMIGRANT PHYSICIANS, 
BY PLACE OF UNDERGRADUATE MEDICAL TRAINING, CANADA, 1962 


Immigrant Physicians 


Number 
Reporting 


Place of Undergraduate 
Medical Training 


Per Cent of 
Total Reporting 


United Kingdom and 
Commonwealth Countries .............. 


oo eee eee reer ere rere ee eee eee e eee eee e 


eee ee oe eee eee ee eens 


Source! Questionnaire on Medical Practice, 1962, Royal Commission on Health Services. 


Only 2.4 per cent of the reporting immigrant physicians indicated North America 
(i.e., United States and Mexico) as their place of basic medical training as compared 
with 9.0 per cent of the reporting immigrant physicians who indicated North America 
as their birthplace. This difference in the above percentages is probably due to the 
fact that some of the U.S. graduates of Canadian medical schools remain in this 
country. 


Table 4—10 illustrates the distribution of active civilian physicians by 
years of practice in Canada. 


This table shows a fairly even distribution of active civilian physicians 
by years of practice as between various regions of Canada. Sixty-one point nine 
per cent of the reporting physicians in the country had less than fifteen years of 
practice. This percentage corresponds to 60.6 per cent of active civilian physi- 
cians who were under 45 years of age. Regional distribution of physicians by years 
of practice generally follows the pattern of age distribution for the various regions. 
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TABLE 4-10 


NUMBER AND PER CENT DISTRIBUTION OF ACTIVE CIVILIAN 
PHYSICIANS, BY YEARS OF PRACTICE IN CANADA, 


FOR REGIONS AND CANADA, 1962 


Years of Medical Practice? 


Atlantic Provinces 


No. Reporting .......... 167 145 98} 60 69} 48 | 34 27. 812 
Per Cent) 2 4aces i oer 20'6| 20.1 | 17.9 | 12.4) 74a 885 NSVOR a2 Sesame LOOsO 
Quebec 

No. Reporting .......... 519| 530 392 227.\ 165.) 187 | 136) 102 Aga ooit 
Per. Centinnn cc ers ecins as DOA | 2257 \e 628 DoT | Toke ||) SsOeSeSuliedes rse21 LOOLO 
Ontario 

No. Reporting .......... 751 900 681 427| 240 | 305/192 | 180 | 185] 3,861 
Per Cent 22.85 Foss eles 19,5| 23.2) 17.6} 11.1] 6.2 | 7.9] 5.0] 4.7 | 4.8 | 100.0 
Prairie Provinces 

No. Reporting .......... 439; 461 340 222) 146 99 88 54 50] 1,899 
Per Centers isc sis: ts eke PRY OCC GC a GLa YRYF NBEO I GLE |) As |) AAS |) WOOL 
British Columbia 

No. Reporting .......... 241 317 260 153) 94 | 104 65 35 LS yl 282 
PersG@ent tpi. ss sors see hes 1858: 24-8) (2O%S)| L973) | Sale Sa tenes. ag lO aL OOXO 
Canada? 

No; Reporting: <\. 5 <1<1.<-5)- 2,117|2,372 | 1,818] 1,127] 705 | 764 


Per Cent tarererscitarr ren 20.8 oe | L728) |S GOs 


1 Years of practice or medical employment exclude internship, post-graduate studies, 
or service in the Regular Armed Forces. 


2 Excludes Yukon and Northwest Territories. 
Source: Questionnaire on Medical Practice, 1962, Royal Commission on Health Services. 


Table 4-11 provides a distribution of active civilian physicians by length of 
time in present practice or employment and type of work. 


This table indicates that approximately half of the reporting general 
practitioners and specialists in private practice were in their present employment 
less than ten years as compared with two-thirds of consultants in private practice. 
The latter usually assume consulting responsibilities after some years of practice 
as specialists or general practitioners. Two-thirds of doctors working in hospi- 
tals were also in their present employment less than ten years. This high propor- 
tion may indicate the fact that some young physicians start their medical career 
in hospitals before they establish themselves financially to open a private practice. 


Nearly 85.0 per cent of doctors in research work were less than ten years in 
their present employment. This is probably due to an inflow of young doctors in 
this type of work and to a more recent increase in medical research activities. 
Over 60.0 per cent of doctors engaged in teaching were in their present work less 
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than ten years. This high proportion may reflect the fact of recent expansion in 
medical school staffs, of teaching positions becoming more attractive financially, 
and of becoming a university teacher after some years of practice in hospitals or 
private practice. 


5. Female Physicians 


Table 4—12 shows the number and per cent distribution of active civilian 
physicians in Canada by sex for the census years 1911 to 1961. It will be noted 
that the number and proportion of women in the medical profession to total active 
civilian physicians in the country have steadily increased since 1921, particularly, 
after World War II. Female physicians constituted 6.8 per cent of the total medical 
manpower in 1961 as compared with 1.7 per cent in 1921, During the pre-war 
decade of 1929-30 to 1939—40, female graduates constituted 4.1 per cent of the 
total medical graduates in Canada as compared with 6.6 per cent during the years 
of 1947—48 to 1960-61. 


TABLE 4-12 


NUMBER AND PER CENT DISTRIBUTION OF ACTIVE CIVILIAN PHYSICIANS, 
BY SEX, CANADA, 1911-1961 


Year Total 


Ups 7,411 
8,554 . . 8,706 
9,817 . . 10,020 
11,489 . : 11,873? 
13,576 . . 14,163 
19,835 : , : 21,290 


1 Yukon and Northwest Territories included. 


2 The 1941 figure includes 1,150 armed forces’ doctors because of wartime conditions. 


Source: Survey of Physicians in Canada, 1954, Research Division, Department of National Health 
and Welfare, Table 4, p. 12; 1911—41, Census data; 1951 Physicians Register, Department 
of National Health and Welfare; 1961 Census data, 1961 Census of Canada, Labour Force, 
Occupations by Sex, Bulletin 3.1—3, DBS. 


This closeness in percentages of female graduates of Canadian medical 
schools and of female medical practitioners suggests that there is no ‘‘waste”’ 
because of marriage, involved in training female doctors. On the basis of this 
analysis it would seem that Canadian medical schools might well consider accep- 
ting a higher percentage of women in the future, particularly when the numbers of 
male applicants are inadequate. Canadian medical schools have accepted women 
more freely in the last two decades and more female graduates have gone into the 
medical profession. It is also perhaps true that the attitude of the public to the 
woman doctor has changed in more recent decades, 
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Admittedly, there are problems of the personal domestic nature, relationship 
with patients and relations with professional men, with which married female 
physicians have to deal. It has been pointed out, however, that ‘‘A change of 
attitude with more realism and understanding of the married women physicians’ 
problems would materially decrease the period of inactivity or the abandonment 
of the work entirely by the medically trained women’’,* About half of our popula- 
tion are women and it is only natural that their physical and emotional needs can 
better be dealt with by scientifically trained women doctors. Efforts should be 
made to provide part-time employment to married women physicians 
in laboratory and research establishments, in community health centres, etc., 
during the interval when they must devote much time to the rearing of children. 
Special refresher courses should be organized by medical schools for married 
women doctors after they renew their professional activities on a full-time basis. 


The slightly higher percentage (6.8) of active female civilian physicians in 
1961 as compared with the percentage (6.6) of female graduates of Canadian 
medical schools during the post-war years is probably due to a somewhat higher 
proportion of female doctors amongst active civilian immigrant physicians. The 
latter fact is apparent from Table 4-13. 


TABLE 4-13 


NUMBER AND PER CENT DISTRIBUTION OF ACTIVE CIVILIAN IMMIGRANT 
PHYSICIANS, BY SEX, FOR REGIONS AND CANADA, 1962 


Number Per Cent Number Per Cent 
Reporting Reporting 
8.8 


Region 


1 Excludes Yukon and Northwest Territories. 


Source: Questionnaire on Medical Practice, 1962, Royal Commission on Health Services. 


In Chapter II it was shown that female immigrant doctors constituted 13.7 
per cent of total immigrant physicians admitted to this country during the years 
1953-1961. Approximately 80.0 per cent of immigrant physicians were admitted during 
the post-war period. It would seem that female immigrant physicians have encountered 
some difficulties in establishing themselves professionally in this country. 


The distribution of active female civilian physicians in Canada, by province, 
is set out in Table 4-14. It will be noted that in June 1961, over 600 or 


1 Thelander, Hulda E. and’ Weyrauch, Helen B., ‘‘Women in Medicine’’, The Joumal of the A.M.A., Vol. 
148, February 16, 1952, p. 535. 
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nearly half of the total active female physicians in the country were located in the 
province of Ontario constituting approximately 8.0 per cent of the active civilian 
physicians in this province. Another quarter of the female physicians were located 
in the Province of Quebec constituting about 6.0 per cent of the active civilian 
physicians there. 


TABLE 4-14 


NUMBER AND PER CENT DISTRIBUTION OF ACTIVE CIVILIAN PHYSICIANS, 
BY SEX, FOR PROVINCES, 1961 


Males 
Province — 
seaboall Per Cent Per Cent 

at 
Newhoundland onsets ccs ste erste es 219 95.2 
Prince Edward Island ......... 87 95.6 
INovarS Cotati stoves, ocaeresceeeels 673 95.3 
INewVBrunSs Wick) | jiselelsius «bene sens 434 95.4 
OWES eas Senin ou eo oem ode 5,817 94.3 
Onitarioweacsee cree Mes MOS Baal era etetes 7,408 92.1 
Manitobal aaicse is crs sr cee erereuchorens 1,046 93.4 
Saskatchewan fe so ewe oe «eles a 889 93.5 
‘Ailbertayi. cesta cane shamerelencusenetae aceon 1,251 92.3 
Eritish GOulmblawesc ore orerer terse 1,990 92.6 
Yukonsand Niwesiey eiaete a riete crete 21 87.5 


Canadas sere marc are rereiere 19,835 93.2 


Source: 1961 Census of Canada, Labour Force, Occupations by Sex, Bulletin 3.1—3, DBS. 


6. Father’s Occupation of Physicians 


Appendix 4—6 records the number and per cent distribution of Canadian-born 
and immigrant physicians by father’s occupation at time of entering university 
training, for regions of present practice and Canada. This appendix reveals a 
fairly even distribution of Canadian-born physicians, by father’s occupation, in 
all the regions of the country in which the physicians were located in 1962. The 
only understandable exception from this uniform pattern of father’s occupational 
background were the physicians in the Prairie Provinces, where about one-fifth of 
doctors reported agriculture as father’s occupation as compared with approximately 
one-tenth of physicians of the same background located in other regions of the 
country. 


Table 4—15 shoes the same data of the reporting Canadian-born and 
immigrant physicians for the country as a whole. 


This table indicates a similar pattern of father’s occupational back- 
ground of Canadian-born and immigrant physicians. Small differences appear, 
however, in a few cases. Thus, for instance, a higher proportion of reporting 
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immigrant physicians came from professional (including medical) classes and a 
smaller proportion from agricultural occupational groups as compared with Canadian- 
born doctors. 


As for the distribution of the reporting Canadian-born physicians by father’s 
occupation, the largest number fell into the professional (including medical) class, 
followed by the proprietors and managerial group, agriculture, manufacturing and 
construction, commercial and financial, and clerical occupational groups. 


More than half of the reporting Canadian-born physicians indicated that their 
father’s occupation was of a professional (30.4 per cent) and managerial (25.8 per 
cent) nature, while these two occupational groups accounted for only 7.6 per cent 
and 10.2 per cent of the total male labour force in 1961 respectively. Farmers and 
male farm workers accounted for 12.2 per cent of the total male labour force and 
this percentage is close to 13.0 per cent of the reporting physicians who indicated 
agriculture as the occupation of their father. 


As in the case of most other professions, there is in the medical profession a 
relationship between father’s occupation and that followed by his children. One- 
eighth of the Canadian-born physicians reported father’s occupation as physicians 
and surgeons. 

TABLE 4-15 


NUMBER AND PER CENT DISTRIBUTION OF CANADIAN-BORN AND IMMIGRANT 
ACTIVE CIVILIAN PHYSICIANS, BY FATHER’S OCCUPATION, CANADA, 1962* 


Canadian-born f xy 

Manse Ga iiudiandi Physicians Iramigrant Physicians 

Groups? Number | Per Cent | Number Per Cent 

Reporting | of Total | Reporting [ of Total 
Proprietors and managers .......... are eee 2,203 Dsyier 807 Dita 
Physicians and surgeons ...... Te eee ee 1,052 12.4 417 14.2 
Othertprofessiomal™. fe ae. sis oeieiee cua tagitg 1,529 18.0 776 2035 
CléricalO cts whey Ss, arate Nae eters, cuelereian ete 393 4.6 187 6.4 
Transportation and communication ....... 293 3.4 46 By 
Commercial and tintancial Se... «ees Ano 456 5.4 94 ie 
SEEVICED wets ec hevareretece Mckee ape¥eclbeteeanets Poke 4 151 1.8 88 3.0 
Agriculture i. aver iis) oucielers arses ison seller sts LLOS 13.0 188 6.4 
Fishing, trapping, logging and mining .... 94 taal 11 0.3 

Manufacturing, mechanical 
AndRCONSITUCTION ateans ere sae. s Kad ch OES 829 9.7 186 6.4 
Uns killed sworkers! scssiensnsvess!ereye eile peed «are ite 180 Dai. ssiul 1.1 
Retined Paris akds cra wigraats eon Pao, SIG D 5 133 1.6 46 16 
Notstated**tcset sce cs siete aowtele ot oteate ene 92 ilies 58 1.9 
Sota le aretamts ue" «rene Bae ARTE 8,508 100.0 2,935 100.0 
+ 1 


1 Excludes Yukon and Northwest Territories. 
2 Father’s occupation at time of entering university training or earlier if father then deceased. 
3 Includes some who were unemployed. 


Source: Questionnaire on Medical Practice, 1962, Royal Commission on Health Services. 


1 Census of Canada, 1961, Labour Force, Occupation by Sex, Bulletin 3.1—3, DBS 
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7. Geographical Distribution of Medical Manpower 


a. Problems and Factors Influencing Location of Practice 


The medical care market is, in general, of local nature and, consequently, 
the availability of medical services depends primarily on the geographical 
distribution of physicians. A regime of private medical practice implies the 
doctors’ freedom to choose the type and location of their practice. In exercising 
this freedom the physicians naturally are motivated by personal, professional 
and economic considerations. In recent decades there has been a decline in the 
number of physicians in rural communities and in the smaller cities because the 
urbanization trend of our general population has also affected the medical profes- 
sion. Consequently, it is becoming increasingly more difficult to attract physicians 
to rural and sparsely populated areas. It has been argued that the maldistribution 
of medical manpower between urban centres and rural areas is perhaps the major 
problem facing organized medicine in Canada today. For in communities badly 
provisioned the better-off people may still be able to obtain adequate medical care 
but poorer families cannot overcome financially this geographic maldistribution of 
doctors. On the other hand, it has also been argued that this ‘‘urbanization’’ of 
the medical profession may not necessarily be in conflict with public interest becau- 
se of the fact that the progress of medicine requires a concentration of physicians 
in metropolitan areas where there are medical schools, big hospitals, medical 
research institutions, laboratories, clinics, etc., which serve the entire nation. 
Moreover, the maldistribution of medical manpower is to some extent offset by the 
greater productivity of today’s physicians, by the increased mobility of both doctors 
and patients due to improved transportation and communication, which may provide 
the citizens of understaffed areas with superior service at an adjacent medical 
centre. Then, it is also said that a shortage of medical personnel and facilities 
is not the only deficiency in the over-all provision of health services in the rural 
communities. 


Despite these reservations, an analysis of the choice of place of practice, 
the geographical distribution of general practitioners and specialists and of the 
various factors influencing it, is important in assessing the adequacy of the 
local supply of medical services as well as in finding a solution for a more 
equitable distribution of such services on a geographic basis, for the undirected 
market forces in a free society cannot be relied upon to bring this about. 


There are many interrelated variables of personal, professional, cultural, 
social and economic nature, which are involved in the choice of a location of 
medical practice. Very likely these variables are not especially different from 
those considered by any other profession, although, perhaps, a physician will 
evaluate more carefully other factors than just the ‘‘availability of position’’. 

It may be difficult to establish a causal relationship between these variables and 
the actual local physician-population ratio, and thus to isolate the more important 
factors and to measure their impact on doctors’ choice of a place of practice. 
Moreover, some of these factors, like cultural characteristics of an area, are 
really intangible and do not lend themselves to a statistical measurement. Hence 
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a considerable difference of opinions as to the required measures to affect a more 
equitable territorial distribution of physicians. 


Among the generally recognized factors, and not necessarily in order of 
importance, which influence the choice of a place of practice are as follows: 
population density, level of income per capita, since it measures ability of indivi- 
duals to perchase professional services, effective demand for medical services, 
the location of medical school attended, place of residence before entering medical 
school, the place where internship and residency was served, the methods and 
availability of transportation and communications, the ready accessibility of 
hospital and consultation facilities, climate, topography, availability of good 
schools, cultural and social environment, recreational facilities, housing and 
many other personal, social and economic factors. Thus the number of physicians 
practising in any community is a function of the above factors which tend to 
direct them to specific localities in which they can maintain a satisfactory 
professional service and enjoy adequate cultural and social life. 


Some studies have been made, particularly in the United States, to assess 
quantitatively and qualitatively, the relative importance of these variables.’ One 
writer Suggested that the relative importance of the factors which he examined 
were in this order: place of residence prior to entering medical school, then place 
of internship and location of medical school.? There is a strong tendency for 
interns and residents to start practice in the locality where they were trained 
and so became known to the hospital and medical staffs. The hospitals, approved 
by licensing authorities as suitable for training, are of necessity located in the 
larger cities. Consequently, larger cities, because clinical and diagnostic 
facilities are concentrated in hospitals, tend to attract a disproportionately larger 
number of doctors. The fact that a place of residence before admission to medical 
school is one of the influencing factors whould suggest that an increase in the 
number of medical students from smaller communities would probably result in an 
increased number of physicians in rural communities. 


Effective demand for medical services may be considered as a function of 
population density and of economic status of a given community. It is generally 
accepted that the regions with low per capita income tend to receive less than 
their proportionate share of new medical registrants as compared with regions 
with high per capita income. It has been suggested that communities with the 


1 See the following studies: Weiskotten, H.G., Wiggins, W.S., Altenderfer, M.E., Gooch, M., and Tipner, 
A. — ‘‘Trends in Medical Practice — An Analysis of the Distribution and Characteristics of Medical 
College Graduates, 1915—1950’’, The Journal of Medical Education, vol. 35, No, 12 December 1960, 
pp. 1071—1121; McGibony, John R. and Johnston, Helen L. — ‘‘Prospects for Rural Health Care’’, 
Rural Sociology, vol. 19, 1954, pp. 337-348; Dickinson, Frank G, — ‘‘Distritubion of Physicians 
by Medical Service Areas’’, A.M.A., Bureau of Medical Economics, Chicago, Bulletin No. 94, 1954, 
P, 162; Roemer, Milton I, — ‘‘Hospital Utilization and the Supply of Physicians’’, The Journal of 
the A.M.A., vol. 178, December 9, 1961, pp. 989—93; and Ciocco, Antonio, and Altenderfer, M.E. — 
‘‘Birth Statistics as an Index of Interdependence of Counties with regard to Medical Services’’, Pub- 
lic Health Reports, vol. 60, August 24, 1945, pp. 973—985, Mountin, J.W., Pennell, E.H. and Nicolay, 
V. — ‘‘Location and Movement of Physicians, 1923 and 1938 — Effect of Local Factors Upon Location’’, 
Public Health Reports, U.S, Public Health Service, vol. 57, December 18, 1942, pp, 1945—53; Moun- 
tin, J.W. et al. — ‘‘Location and Movement of Physicians, 1923 and 1938 — General Observations’’, 
Public Health Reports, vol. 57, Sept. 11, 1942, pp. 1363-75. 


2 Weiskotten, H.G., et al., op.cit., p. 1086. 


118 ROYAL COMMISSION ON HEALTH SERVICES 


population in the low income groups are at a disadvantage in attracting physicians 
although their needs for medical service are greater as compared with better-off 
communities because ‘‘underprivileged groups experience illness more frequently 
than those higher on the economic scale’’.+ One a narrow local basis there seems 
to be less evident correlation of this nature, at least, as far as general practitio- 
ners are concerned.? For it is doubtful if a physician can determine the relative 


levels of income per capita in several communities under his consideration. 


Adequate hospital accommodation and facilities constitute an asset in 
attracting physicians to a given locality and district. A hospital reduces the 
inconvenience of a house-to-house practice, enables a doctor to avail himself of 
consulting services of other doctors and to economize his time through the use of 
paramedical personnel at a hospital. It has been suggested that utilization of 
hospitals in rural areas with a low number of doctors tends to be higher because 
overworked physicians tend to send more patients to the hospital. This practice 
has been described as ‘‘a reasonable adjustment to the problem of providing good 
medical care in the face of a relative shortage of medical personnel’’,* The question 
still remains whether from the economic point of view it is really a reasonable 
adjustment for the increased supply of physicians and greater investment in 
medical personnel ‘‘might yield great savings in the national expenditures for 
hos pital care, not to mention improvements in the health services generally’’.‘ 


A convenient method in determining the sufficiency of the supply of physicians 
and of the adequacy of their distribution in any area or locality is the physician- 
population ratio. This ratio is, however, somewhat deficient because of the relative 
mobility of patients between regions and localities. In fact, it is argued, that a 
comparative analysis of the availability of medical care on a local basis must 
disregard administrative and political boundaries. For it is feasible to assume that 
a community with adverse physician-population ratio, inadequate number of 
nurses, etc., may be able to satisfy its effective demand for medical and health 
care because it utilizes superior and more adequate medical and other health 
resources located in nearby places. 


To obtain a more correct assessment of medical resources available to a 
local community some adjustments would have to be made both in population and 
number of physicians, i.e., in demand and supply of medical care. This would 
mean the use of statistical information with respect to births and deaths, which 
would indicate the number of persons who go outside their own community to have 
babies and to receive medical care for serious illness. Such statistics would roughly 
indicate the extent of reliance of a given community on medical resources located 
elsewhere and also would show the main centres for dispensing medical services. 5 


1 Mountin, J.W., et al. — ‘‘Location and Movement of Physicians, 1923 and 1938 — General Observa- 
tions’’, op.cit., p. 1363. 


2 Dickinson, Frank G., op.cit., p. 135. 
$ Roemer, Milton I, op.cit., p. 992. 
* Ibid. 


5 Ciocco, Antonio, and Altenderfer, M.E., op.cit., pp» 973—985, 
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TABLE 4-16 


CHOICE OF REGION OF FIRST PRACTICE 
BY CANADIAN-BORN PHYSICIANS, 
FOR REGIONS, 1962 


Regions and Present Practice 
and Number of Reporting Physicians 


eS at We 

Prairie British 

Quebec Ontario Provinces | Columbia 
1,837 2,726 1,092 848 


Atlantic 
Provinces 
537 


To To Jo Jo 7o 
(a) 


Per cent of reporting 

physicians who remained 
since first practice in the 
region of present practice..... 90.7 87.4 85.2 81.3 41.2 


(b) 

Per cent of reporting 
physicians who resided in 
the region of present 
practice before entry to 
medical school and who 
remained since first prac- 
tice in the region of 
presenti practice @.. ftacjs) aan: 87.9 86.4 81.8 77.4 38.8 


Difference between 
(aan a) se See eo ke «ete 2.8 1.0 3.4 3.9 2.4 


(c) 

Per cent of reporting 
physicians who resided 
in the region of present 
practice before entry to 
MedicaleSchoOl ig. cps. bcd 94.2 95.3 91.9 90.4 76.0 


Difference between 
() andk(b) F.2er ee ee potest 6.3 8.9 10.1 13.0 Sie 


(d) 


Per cent of reporting 


physicians who resided 
in other regions before 
entry to medical school 
and who started their 
first practice in other 
TEQUONS cS Mees axe ee chee tere cee as 3.0 Si 4.7 5.7 21.6 


Source: Questionnaire on Medical Practice, 1962, Royal Commission on Health Services. 
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The movement of patients between communities will occur if there are differen- 
tials in physician-population ratios between them. Another suggestion has been that 
the distribution of physicians should be related to ‘‘medical service areas’’, 
defined as ‘‘areas in which populations depend upon physicians located in these 
circumscribed territories for most of their physician service’’.* 


b. Choice of Location of First Practice 
(i) Regional Analysis 


Appendix 4—7 provides a statistical information on choice of region of first 
practice by Canadian-born physicians for regions and Canada. A summary 
analysis of this information is presented in Table 4-16. 


This table indicates a high proportion of the reporting physicians 
remaining in the region where they started their first practice. This proportion 
ranged from 90.7 per cent in the Atlantic Provinces to 41.2 per cent in British 
Columbia. For the remaining regions it was above 80.0 per cent. More than four- 
fifths of the reporting physicians in the Atlantic Provinces, Quebec and Ontario, 
and three-quarters in the Prairie Provinces and approximately one-third in British 
Columbia indicated that they resided in the region of present practice prior to 
entry into medical school and remained there after starting their first practice in 
the same region. Only a small proportion of the reporting doctors came from other 
regions of residence and remained in the region of present practice, where they 
started their first practice. This proportion was 2.8 per cent in the Atlantic 
Provinces, 1.0 per cent in Quebec, and 3.4 and 3.9 per cent in Ontario and the 
Prairie Provinces respectively. In British Columbia it was 2.4 per cent. 


A very high proportion of the reporting physicians resided, prior to entry 
into medical school, in the regions of their present practice. This proportion 
ranged from 95.3 per cent in the Province of Quebec to 76.0 per cent in British 
Columbia. Some of these physicians started their first practice in other regions 
or abroad but have returned to the region of their residence. This is particularly 
pronounced in case of the reporting physicians in British Columbia, where approxi- 
mately one-third started their first practice elsewhere, mainly in the Prairie 
Provinces, and then came back to their own region. It is also interesting to note 
that approximately one-fifth of the reporting doctors in British Columbia moved 
into that region from other regions of residence and of first practice. This type 


of interregional mobility of physicians is rather insignificant for other regions of 
Canada. 


Twelve point two per cent of the reporting physicians (576), who indicated 
the Atlantic Provinces as their region of residence prior to entry into medical 
school, were in 1962 practising in other regions of the country. The corresponding 
percentages for other regions were as follows: Quebec — 4.8; Ontario — 6.4; the 
Prairie Provinces — 20.0 and British Columbia — 9.9. Probably because of language 
problems, only a small proportion of the doctors from the Province of Quebec 


1 Dickinson, Frank G., op.cit., p. 13. 
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moved to other regions of Canada. On the other hand, the physicians from the 
Prairie Provinces moved in substantial proportion to British Columbia and Ontario. 


Out of the total 7,040 reporting Canadian-born physicians, 8.2 per cent 
indicated the Atlantic Provinces as their region of residence before entry to 
medical school but only 7.6 per cent indicated this region as their location of 
present practice. This latter percentage includes physicians who resided in the 
Atlantic Provinces prior to entry to medical schools as well as those who moved 
from other regions of Canada. Thus the Atlantic Provinces experienced a net loss. 
The corresponding percentages for the Province of Quebec were 26.1 in both cases. 
This means that the interregional movement just balances. For Ontario the percen- 
tages were 38.0 and 38.7 and thus this province gained slightly. The Prairie 
Provinces showed a loss from 17.5 to 15.5 per cent, while British Columbia 
showed a gain as its percentages were 10,2 and 12.1 respectively. It is these two 
regions, the Atlantic and Prairie Provinces, which showed less favourable 
physician-population ratios as compared with other regims of Canada. 


Table 4-17 illustrates a similar statistical information with respect to 
immigrant physicians, for regions and Canada, 


TABLE 4-17 


CHOICE OF REGION OF FIRST PRACTICE BY IMMIGRANT PHYSICIANS, 
FOR REGIONS AND CANADA, 1962 


iam of First Practice Total 


Reporting 


Prairie 
Provinces 


Atlantic 


Region of 
8 Provinces; =e 


Present Practice 


Atlantic Provinces | 171 


Quebec .......... 10.9 
Ontario’. ciieeerk 36.8 
Prairie Provinces c : 28.7 
British Columbia. 15.6] 246 | 75.3 14.6 

Canada?! 32.1] 264 |11.8 | 2,234 | 100.0 


1 Excludes Yukon and Northwest Territories. 
Source: Questionnaire on Medical Practice, 1962, Royal Commission on Health Services. 


Immigrant physicians, like the Canadian-born doctors, tend to remain in the 
region of their first practice. Ninety-one point seven per cent of the reporting 
immigrant physicians in the Prairie Provinces remained there having established 
their first practice in that region. The corresponding percentages for other regions 
were as follows: Quebec — 88.1; Ontario — 87.6; the Atlantic Provinces — 85.1; and 
British Columbia — 75.3. 


Out of 2,234 total reporting immigrant physicians, 10.9 per cent indicated 
the Atlantic Provinces as their region of first practice but 9.0 per cent stated that 
they were working in 1962 in that region. Thus, the Atlantic Provinces also 
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experienced a net loss with respect to immigrant physicians. The correspon- 

ding percentages for the Province of Quebec were 10.4 and 10.9, indicating a 
slight gain. Ontario’s percentages were 34.8 and 36.8, suggesting this province 

to be a gainer. Similarly, British Columbia was also a gainer because its percenta- 
ges were 11.8 and 14.6, Again the Prairie Provinces were the losers having the 
corresponding percentages 32.1 and 28.7. 


It appears again that the Atlantic and Prairie Provinces lost some immigrant 
physicians in favour mainly of British Columbia and Ontario. 


(ii) Effects of Size of Community 


Appendix 4—8 provides statistical information on the relationship between 
the size of community of residence at time of entry to medical school and size of 
community of first practice with respect to Canadian-born physicians, for regions 
and Canada. Table 4-18 summarizes the above data for the country as a whole. 


TABLE 4-18 
NUMBER AND PER CENT DISTRIBUTION 
OF CANADIAN-BORN ACTIVE CIVILIAN PHYSICIANS, 
BY SIZE OF COMMUNITY OF RESIDENCE AT TIME OF ENTRY TO MEDICAL SCHOOL 
AND SIZE OF COMMUNITY OF FIRST PRACTICE, CANADA? 


Size of Community of Residence at Time of Entry 
to Medical School 
Size of Community = 
of First Practice Under 10,000 10,000 and and 
Beouiarion under 100,000 over MON OO? Total 
Population Population 
aes, Per Number her eel ner brave Fer 
Cent Cent Cent Cent 
Number reporting........ 25394 |e2957, Wiel. 205 vel 4,362 | 54.2 
Under 10,000 population .| 1,119 | 46.7 256 | 19.8 805 18.5 
10,000 and under 
100,000 population ...| 588 | 24.6 648 | 50.0 | 1,065 24.4 
100,000 and over 
population ...| 687 | 28.7 391 SO;2T 25492" eiS7 ol 


1 Excludes Yukon and Northwest Territories. 
Source: Questionnaire on Medical Practice, 1962, Royal Commission on Health Services. 


Out of 8,051 total reporting Canadian-born physicians, 29.7 per cent came 
from communities of less than 10,000 population at the time they entered medical] 
schools, 16.1 per cent from communities of 10,000 and under 100,000, and 54.2 
per cent from cities of 100,000 and over population. Approximately one-half of 
those who came from communities of less than 10,000 population started their 
first practice in communities of the same size and about one-third in cities of 
100,000 and over population. The remainder started their practice also in larger 
communities than the ones they came from. Again about half of the reporting 
physicians who came from communities of 10,000 and under 100,000 population 
started their practice in similar sized communities, while about one-third moved 
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to cities of 100,000 and over population after the completion of medical training 
and only one-quarter moved to communities of less than 10,000, Finally, 57.1 per 
cent of the reporting physicians, who came from metropolitan areas of 100,000 

and over population, started their first practice in similar metropolitan areas. Less 
than one-quarter moved to communities of less than 10,000 population, while one- 
quarter went to intermediate communities. 


While 29.7 per cent of the total reporting physicians indicated coming from 
communities of Jess than 10,000 population, only 27.1 per cent of them indicated 
starting their practice in similarly sized communities. Rural and urban population 
living in communities of less than 10,000 population together accounted for 41.5 
per cent of total population of Canada in 1961.1 This disparity in the above percen- 
tages gives a rough indication of unequal geographical distribution of Canadian- 
born physicians, by location of first practice, as between rural and urban areas, 


TABLE 4-19 


NUMBER AND PER CENT DISTRIBUTION OF ACTIVE CIVILIAN 
IMMIGRANT PHYSICIANS, BY SIZE OF COMMUNITY OF FIRST 
PRACTICE, FOR REGIONS AND CANADA 


i Size of Community of First Practice 

Less than 1Ob60L40 C8 50,000 
Region of 10,000 S i a and over Total 

Present Practice Population opulanes Population Reporting 
Number oa Number ae Number af 

Atlantic Provinces ......... 97 48.3 28 13.9 76! || 37.8 201 
OUCDECEin ceria cute aot spayersivers 24 9.9 13 5.3 206 | 84.8 243 
OntariOns esc ticcre t clerece sacs NS7/ 19OS% 104 12.6 562 68.3 823 
Prairie Provinces .......... 259 40.3 90 14.0 293 45.7 642 
British Columbia <2... 4)... 93 28.2 40 1281 197 59.7 330 
Canadattat.aaingeon. > 630 Piel || PAPI 1253 | 1,334 | 59.6 2,239 


1 Excludes Yukon and Northwest Territories. 
Source: Questionnaire on Medical Practice, 1962, Royal Commission on Health Services, 


Sixty-point two per cent of the total reporting physicians indicated coming 
from communities of 10,000 and over population, while 72.9 per cent of them 
started their first practice in similar areas, Urban population living in such 
communities accounted for 68.5 per cent of total population of Canada in 1961.? 


Table 4—19 provides an analysis of immigrant physicians by size of commu- 
nity of first practice. 


It is interesting to note the similarity in the pattern of distribution of 


Canadian-born and immigrant physicians, by size of community of first practice. 


1 Census of Canada, 1961, Advance Report No. AP—4, Census (Demography) Division, DBS, p. 1. 
? Ibid. 
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Thus, 28.1 per cent of the total reporting immigrant physicians indicated starting 
their practice in communities of less than 10,000 population as compared with 
27.1 per cent of Canadian-born doctors, and 71.9 per cent of immigrant doctors 
started their practice in urban areas of 10,000 and over population as compared 
with 72.9 per cent of the total reporting Canadian-born physicians. 


c. Regional Distribution of Canadian-born Doctors and Medical Schools 


Appendix 4—9 shows the distribution of Canadian-born active civilian 
physicians, by school of undergraduate medical training in Canada and years since 
graduation, for regions and Canada. Table 4—20, which is based on the above 
appendix, illustrates the relationship between the regional geographical distribution 
of these physicians and the location of the medical schools. 


This table indicates a definite tendency of the physicians to establish 
their practices in the regions in which they have obtained their basic medical 
education. Thus, 76.6 per cent of the reporting physicians, who were medical 
graduates of Dalhousie University, remained in the Atlantic Provinces, others 
moved to Ontario and Western Canada. This medical school accounted for 70.0 per 
cent of the reporting physicians in the Atlantic region, while McGill and Laval 
medical schools provided 15.5 and 6.1 per cent respectively. 


In the Province of Quebec, reporting doctors indicated that 91.4 per cent of 
them were the graduates of the three medical schools (Laval, Montreal and McGill) 
located in that province. The remainder came mainly from the medical schools in 
Ontario. Ninety point nine per cent of the reporting physicians, who were medical 
graduates of Laval University remained in the Province of Quebec. The corres- 
ponding percentages for University of Montreal and McGill University were 95.3 
and 47,2. Most of McGill University’s medical graduates were practising in 
Ontario, British Columbia and the Prairie Provinces. 


The four medical schools (Ottawa, Queen’s, Toronto and Western Ontario) 
located in Ontario provided 86.8 per cent of the total reporting physicians 
practising in that province. Others came mainly from McGill, Manitoba and 
Dalhousie medical schools. Eighty-three point eight per cent of the reporting 
physicians, who were graduates of Toronto University, remained in the Province 
of Ontario. The corresponding percentages for medical schools of Western 
Ontario, Queen’s and Ottawa were 83,3, 71.3 and 62.1 respectively. The University 
of Ottawa served also the Province of Quebec, while Queen’s University’s 
medical graduates were also located in the Prairie Provinces and British 
Columbia. 


The three medical schools in the Prairie Provinces provided 73.5 per cent 
of the total reporting physicians practising in that region. The remainder came 
mainly from the medical schools of Toronto, McGill, Queen’s and Western Ontario. 
It is interesting to note that smaller proportions of the medical graduates of 
Manitoba, Alberta and Saskatchewan universities remained in the Prairie region. 
Thus, 71.8 per cent of the reporting physicians, who were graduates of the 
University of Saskatchewan, remained in that region, while the corresponding 
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percentages for Alberta and Manitoba universities were 65.9 and 64.5 respectively. 
Most of the other medical graduates of the latter two universities were practising 
in British Columbia and Ontario. 


Finally, the medical school of the University of British Columbia, established 
only in recent years, provided 14.4 per cent of the total reporting physicians 
practising in that province. Most of other reporting physicians came from the 
Prairie Provinces and Ontario medical schools. Differential earnings of physicians 
in British Columbia and the Prairie Provinces are principally responsible for this 
movement of doctors to British Columbia. 


The medical schools located in the Province of Quebec and Ontario accounted 
for 33.5 and 41.3 per cent respectively of the total reporting physicians, while 
28.5 and 38,3 per cent of this total indicated practising in Quebec and Ontario. 
Medical schools in these two provinces and, in particular, McGill, and partly 
also schools in the Prairie Provinces supplement the output of medical schools 
in other regions of Canada. 


This analysis would suggest that the Atlantic Provinces and British 
Columbia have experienced an inadequate supply of medical graduates from the 
medical schools located within their boundaries. In the latter region the medical 
school of the U.B.C. is only a few years old. Because of a strong relationship 
between regional distribution of physicians and the location of a medical school, 
it seems that the most effective method of improving the physician-population ratio 
in a province or region is the establishment of a medical school there or the 
expansion of the existing ones. This conclusion may be of particular significance 
in relation to the supply of medical manpower in the Atlantic Provinces. 


d. Geographical Mobility of Canadian-born Physicians 


There is no information available on the movement of physicians from one 
locality to another over the period of time after entry into practice. There is also 
no information as to the actual motivation involved in such a movement. It is, 
however, generally accepted that economic benefits and professional opportunities 
as well as adequacy of facilities for practice are essential motives in the move- 
ment of doctors from one region to another or one community to another. 

Obviously such geographical mobility of physicians affects physician-population 
ratios in different areas just as these ratios are affected by changes in population. 


Table 4—21 gives a general idea of the interregional movement of 
Canadian-born active civilian physicians for various regions of Canada. 


This table indicates that approximately three-quarters of the total 
reporting Canadian-born civilian physicians partised in the regions in which 
they were born. This proportion varied somewhat as between the various regions. 
It ranged from 84.6 per cent in the Province of Quebec to 28.3 per cent in British 
Columbia. It stood at 71.3 per cent in the Atlantic Provinces and 80.4 per cent in 
Ontario and 56.2 per cent in the Prairie Provinces. Approximately three-fifths of 
the total reporting physicians were born and educated in the region of their 
present practice. Again this proportion varied considerably as between regions. 
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Thus, it stood at 82.5 per cent in the Province of Quebec and only 8.3 per cent in 
British Columbia. In the latter province, of course, this low ratio was due to the 
lack of a medical school until recently. The corresponding percentages for the 
Atlantic Provinces, Ontario and the Prairie Provinces were 33.7, 76.6 and 41.8 
respectively. Approximately one-tenth of the reporting doctors were born in other 
regions but educated in the regions of their present practice. 


For the country as a whole, approximately one-fifth of the reporting physicians 
indicated that they were born and educated in regions other than those in which 
they were practising in 1962. This proportion probably constitutes a real measure 
of the geographical mobility of the Canadian-born doctors. This interregional 
movement is very substantial in the case of British Columbia (65.9 per cent), the 
Prairie Provinces (30.2 per cent) and the Atlantic Provinces (19.1 per cent), This 
migration of doctors may suggest a shortage of regionally trained doctors due to 
inadequate medical school capacities and the attraction of higher earnings, particu- 
larly in British Columbia. 


e, Medical Care in Rural Areas 


There are important social, cultural and economic differences between rural 
and urban areas, which create special problems in the provision of medical services 
to sparsely populated parts of the country. Along with the long-term movement of 
population to urban centres there has been a departure of various industries and 
services, including medical, from rural areas. Consequently, the rural areas 
experience a deficiency in the supply of medical personnel and health facilities. 
And as the rural population very likely will continue to decline, the need of 
providing medical and health services for those who will remain in rural areas may 
become even greater, for as one writer observed: ‘‘Rural population trends which 
drain off those in the most productive years and leave behind young children and 
older people seem likely to lead to a continued rural need for medical care at least 
equal to that among urban residents. The opportunities for improvement in rural 
infant mortality rates and the relatively high farm accident rate also show at least 
equal medical care need in rural areas. In addition, the rural rate of chronic illness 
apparently equals that of city population, but in rural areas the care of chronically 
ill poses problems of peculiar difficulty’’.! 


The bulk of medical services in rural areas is being provided by general 
practitioners since, for professional and economic reasons, there has been no 
movement of specialists to the communities of less than 10,000 population. The 
rural general practitioners are usually deprived of the advantages of a modern 
hospital, laboratory, clinic and specialist facilities and consulting services and, 
consequently, rural practitioners may not be adequately informed about more recent 
advances in medical science and practice, particularly if they do not take refresher 
courses. For the above reasons a rural practitioner has naturally to be more self- 
sufficient and may sometimes assume responsibilities, like clinical care, which 
may be beyond his training and skill or assume some duties like those of a 


1 McGibony, John R., and Johnston, Helen L.— op.cit., p, 342, 
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sanitary engineer or health inspector, which may be beyond his scope of work. 
Consequently, the quality and quantity of medical care in rural areas may, in some 
cases, be lower than in urban areas. 


Rural areas not only have fewer physicians but they are older than those in 
urban areas. This implies not only a reduced service capacity of rural doctors but 
also an accelerated rate of loss through retirement and death, The reasons for this 
trend of concentration of older practioners in rural communities are not difficult 
to establish. Rural areas are characterized generally by a lower economic status. 
A young doctor, after having made a considerable investment in his training, may 
be reluctant to start his practice in areas where the fees, by necessity, must be 
lower as compared with those in larger cities. Then, fewer people in rural areas 
can afford expensive medical training and since, generally, physicians establish 
their practice where they came from, it follows that rural areas will continue to 
attract a smaller number of newly registered doctors. 


This adverse situation in the rural areas with respect to medical manpower 
is to some extent offset by the fact that due to improved transportation and 
communication rural areas today are less isolated than they used to be and, 
consequently, there is an increasing tendency of people in sparsely populated 
areas to avail themselves of medical and other health services concentrated in 
larger cities. 


This brief analysis suggests that medical care in rural areas is a complex 
problem involving professional and economic considerations and, therefore, it 
would seem that, apart from specific remedies, the conditions of practice in rural 
areas should partly be altered in order to provide the professional incentives to 
young physicians to locate in such areas. 


Acknowledging the principle of the doctors’ freedom to select the location 
of their practice and the importance of factors, mentioned elsewhere, that 
influence the location of practice, the problems of proper geographical distribution 
of physicians and of more uniform provision of medical care to all people are, 
indeed, difficult ones to solve, consequently, the need for offsetting factors will 
likely persist in the future. 


Various suggestions have been made, and in some cases practical steps 
have been taken though within so restricted an area that their effectiveness has 
not been tested, as to how an improved geographical distribution of physicians 
should be achieved. The following are the principal remedial measures recommended, 
though not necessarily in order of their importance: 


1. Construction of small hospitals (12—20 bed capacity), strategically located 
in rural areas, and of small clinics to attract some specialists, and the estab- 
lishment of diagnosis and treatment centres with access to consulting services 
from larger medical centres, or in association with near-by medical schools. 
These would be organized along group medical practice lines. 


2. Educational and professional efforts should be made to raise the status of 
general practitioners, for whom there is a demand in rural areas. Something 
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of this nature has already been done by the establishment of the College of 
General Practice of Canada some years ago. A higher status, for a general 
practitioner may direct medical students towards a general practice rather 
than a specialty. 


The establishment of physicians’ placement services under the auspices of 
Provincial Medical Associations or Colleges of Physicians and Surgeons, 
which would assist rural communities in obtaining doctors or indicate alter- 
native sources of supply of medical care. 


. Medical schools should provide refresher courses particularly to rural 


physicians and larger and modern hospitals should be made accessible to 
them in order to keep the rural physicians in close and constant contact with 
larger medical centres. (At the Tufts Medical School a broad post-graduate 
educational programme has been set up in order to extend medical education to 
physicians practising in small communities. This programme operates through 
the medical school and affiliated hospitals and thus a rural physician is 
integrated with the metropolitan medical centres and assimilates the most 
recent advances in medical science and practice.)! 


. Rural communities themselves should assume greater responsibility in 


attracting doctors through citizens’ health councils or community health centres, 
construction of adequate living quarters and office space for doctors supply 

a minimum of standard medical equipment, and make them available to doctors 
at a reasonable rent. A young doctor may not have the financial resources 

to do this himself. 


- Medical schools, in selecting students, should give special consideration 


to those from rural areas and provincial governments should offer scholarships 
to such students under the condition that the recipients would commit them- 
selves to practise medicine for a specified period of time in the indicated 
rural areas. 


. Provincial and municipal governments should subsidize physicians’ income 


in rural areas, because of the lower economic status of these areas as compared 
with urban centres, or these governments should directly employ physicians 
and assign them to specified areas at an agreed salary. 


Implementation of some of these remedial measures would certainly improve 


to supply of comprehensive medical care to a still substantial portion of our popu- 
lation living in rural areas. 


f. Urban Concentration 


Concentration of physicians within the larger urban centres is greater than 


that of the population generally. In 1947, 70.8 per cent of the physicians in 
Canada were located in urban centres of 10,000 or more population, ranging 


1 Proger, Samuel, ‘‘Distribution of Medical Care — A Postgraduate Program to Fit a Pattern of Medical 
Practice’’, The Journal of the A.M.A., vol. 124, March 25, 1944, pp. 823—26. 
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provincially from 40.6 per cent for Prince Edward Island to 79.1 per cent for 
British Columbia.* 


Table 4—22 illustrates the distribution of active civilian physicians, by size 
of community in which located, for Provinces and Canada, in 1951 and 1962. 


By 1951, the proportion of physicians in urban centres of 10,000 or more 
population had risen to 73.2 per cent for Canada as a whole and in 1962 it stood 
at 85.8 per cent. In contrast, only 48.2 per cent of the total population in 1951 was 
located within these centres and 58.7 per cent in 1962. The process of “‘urbaniza- 
tion’’ of physicians between these two years was somewhat lower (17.2 per cent) 
than that of the population generally (21.8 per cent). 


Provincial variation in the proportion of physicians in urban centres of 
10,000 or more population in 1962 was between 58.4 per cent for Newfoundland 
and 90.6 per cent for Ontario. 


Approximately one-sixth of the reporting active civilian physicians were 
located in the communities of less than 10,000 population for the country as a 
whole. Provincial variation ranged from 41.6 per cent for Newfoundland to 9.4 per 
cent for Ontario. 

Table 4—23 provides similar statistical information for immigrant 
physicians. 

The pattern of geographical distribution of immigrant active civilian 
physicians was very similar to that of the total Canadian medical manpower though 
a slightly higher proportion of immigrant doctors tended to be located in areas of 
less than 10,000 population as compared with the national pattern. It is interesting 


TABLE 4-23 


DISTRIBUTION OF ACTIVE CIVILIAN IMMIGRANT PHYSICIANS, 
BY SIZE OF LOCATION, FOR REGIONS AND CANADA, 1962 


Size of Community and Physicians 


Total 
Less than 10,000 10,000 and over 
Region Runes oF Populati Populati 
Reporting pulation opulation 
Physicians| Number Per Cent Number PerCent 
Reporting Reporting 
Atlantic Provinces ........... 246 
QUeDE CK air eter srore oie ele re: cies enciielie 406 
Ontarionia. ce crore see rerera is mers 1,118 
Prairie Provinces ............ 784 
British) Columbia c...4.. 2 «5.0. 417 


Boel eh Bee 2,971 


1 Excludes Yukon and Northwest Territories. 
Source: Questionnaire on Medical Practice, 1962, Royal Commission on Health Services, 


2 Survey of Physicians in Canada, 1954, Table 8, p. 16, Research Division, Department of National 
Health and Welfare. 
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to note, however, that 96,1 per cent of the reporting immigrant physicians in the 
Province of Quebec were located in communities of 10,000 and over population as 
contrasted with 88.2 per cent of all the reporting doctors in that province. 


In 1954, 52.5 per cent of general practitioners in private practice in Canada 
were located in urban centres of 10,000 or more population. The corresponding 
percentages for specialists in private practice and for salaried doctors were 93.4 
and 86.3 respectively. Physicians in general private practice showed a similar 
concentration to that for the general population. In contrast, physicians in 
specialist private practice showed a higher degree of urban concentration than 
that for the general population. The same was true of other doctors, who included 
physicians in hospital and government services, medical school teaching staffs, 
etc. Thus, the specialists in private practice and other doctors not in private 
practice accounted for the disproportionate concentration of the total supply of 
physicians in the larger urban centres. 


Table 4—24 provides census statistical information on a concentration of 
physicians in metropolitan areas, for Provinces and Canada, in 1961.? 


As of June 1961, 69.4 per cent of active civilian physicians were located 
within metropolitan areas, whereas only 47.2 per cent of the total population of 
Canada was so located. Consequently, while the metropolitan physician-population 
ratio was 1:581, it was only 1:1,474 for the population outside the metropolitan 
areas, and the over-all national ratio was 1:857. 


In Newfoundland the St. John’s metropolitan area accounted 
for 19,8 per cent of the provincial population, while the doctors located in that 
city constituted more than half of the total provincial medical manpower, In the 
metropolitan area there were 763 persons per doctor as compared with 3,306 
persons per doctor in non-metropolitan areas and the over-all provincial physician- 
population ratio of 1:1,991. The provincial government is heavily involved in the 
provision of medical services. The Cottage Hospital Service, initiated in 1933, 
provides hospitalization and medical services in the sparsely populated areas and 
the Children’s Health Service provides medical services in hospitals, at public 
expense, for all children up to the age of 16. The Cottage Hospital Service has 
been described by the medical profession as ‘‘... a necessary and effective means 
of providing medical services in outlying areas. It has not, however, provided a 
sufficient number of doctors to allow necessary improvements in the quality of 
medical care’’,* Approximately one-third of the province’s physicians held salaried 
posts with the Newfoundland Department of Health and, of the remainder, many 
perform professional service on behalf of the department, either on a retainer or a 
fee-for-service arrangement. In fact, in the Province of Newfoundland two distinct 


1 Ipid., Table 9, p. 17. 


n 


While the Census (Demography) Division, Occupation and Employment Section, of the Dominion 
Bureau of Statistics has available the 1961 census data on population and number of doctors of 
incorporated cities of 10,000 and over population, these data cannot be used, however, because 
they exclude both population and doctors located in the suburban districts.This does not apply to 
metropolitan areas designated by the DBS. 


3 A brief from the Newfoundland Medical Association, submitted to the Royal Commission on Health 
Services, November 2, 1961, p. B. 
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TABLE 4-24 


ACTIVE CIVILIAN PHYSICIANS LOCATED IN METROPOLITAN AREAS, 
FOR PROVINCES AND CANADA, 1961 


Metropolitan Areas? Provincial 
Population Physicians Provincial |Non-metro- 
: s i Physician-| politan 
Province and Cit Per Per ‘oi y 
Cent Cent Physicians Population|Physician- 
Number | o¢ |Number| o¢ |Population| patio [Population 
Prov. Prov. Ratio Ratio 
Newfoundland........ 1:1,991 1:3,306 
Stiwliobniswreris aie 90,838) 19.8 P79 5107. 1:763 
Nova Scotias....5.802 1:1,044 1:1,503 
HMalifascane aycere stele 183,946) 25.0 338 | 47.9 1:544 
New Brunswick....... 1:1,314 L570 
Saineiiohn WeHe. h. 95,563) 16.0 | 135 | 29.7 |  1:708 
Quebec ....... tenemos. st 1:853 1:1,696 
Montreal tee arcane « 2,109,509} 40.1 | 3,728 |.60.5 1:568 
Quebec City ....... 357,568| 6.8 683 | 11.1 1:524 
Sherbrooke! sy. “ O20 Stele S 105 iif 1:669 
Trois Rivieres ..... 86,659| 1.6 97 1.6 1:893 
BRO tA C bnareutnet ene 2,623,989| 49.8 | 4,613 | 74.9 1:569 
Ontariomn vias take ke 16 1:1,201 
aimistoty en ceils sas 395,189| 6.3 520 6.5 1:760 
Kins toninsiaeere sens 63,419) 1.0 220 207 1:288 
Kitchener-Waterloo 154,864; 2.5 185 DoS} 1:837 
Te Omdoriiy selena. anete as 181,283) 2.9 433 5.4 1:419 
Ottawa City 
and Eastview .... 292,761| 4.7 Ba Ta) 1:507 
Oshawal Ss ses 4 sue - 80,918] 1.3 91 ileal 1:889 
SuWdbiiry7. ae eto cerene A 110,694) 1.8 129 16 1:858 
SOROMNUO geckos, seaysleic.e ts 1824, 45 ul 2Oes op als Ons, 1:578 
WHITES Or." > totes are) cicPalle 19S 5305 oot 280 Sis 1:691 
Totalve sce aa 37290,9 74) 5279 5,592 9), 0950 1:590 
Manitoba mercuae caietera ates 1:823 Ten, 913 
Witinipe Saw cere eleserele 475,989] 51.6 887 | 79.2 WEG 
Saskatchewan ....... 1:973 1:1,650 
RE Pitas wastes, chbeteers 112,141] 12.1 D3 5 aie Aer 1247.7, 
Sas katootimateesiecsies 95,526| 10.3 281 | 29.5 1:340 
Total aie saves 207,667] 22.4 516 | 54.2 1:402 
Albertan hs ieee dc. sper * 1:982 1:1,593 
Gal ary cs crclers concent 279,062} 21.0 331 | 24.4 1:843 
Kdmiontont Biersack a 337,568} 25.3 576 | 42.5 1:586 
Total@aiera ue 616,630] 46.3 907 | 66.9 1:680 
British Columbia ..... 12758 1347229 
Vancouver nus) aces 790,165} 48.5 | 1,352 | 62.9 1:584 
IWACTOPIal We a Nele ana acess 154452) 2S nO e:7, 1:667 
BU Otallerc a erepeeits 944,317| 58.0 | 1,583 | 73.6 1:597 
Canadas ayes elono 357 91S ete iat 6901 60.4 1:581 1:855 1:1,474 


M Metropolitan areas except Regina, Saskatoon and Ottawa, which excludes Hull and other cities 
within the Province of Quebec, Metropolitan areas include suburban parts and cities. 


2 


Excludes Yukon and Northwest Territories and Prince Edward Island. 


Source: 1961 Census data, DBS, Census (Demography) Division, Occupation and Employment 


Section. 
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groups of physicians have developed, namely doctors still practising essentially 
as private practitioners in relatively populated areas and another group of physi- 
cians engaged in the Cottage Hospital Service and as Medical Health Officers 
under contract with the Department of Health. It has been estimated that approx- 
imately one-third of the provincial population reside in the private practice — and 
more densely populated areas, while the remaining population live in the 
Cottage Hospital Service areas of Newfoundland. The private practice areas 
were served by about two-thirds of the physicians registered in the province. 
Consequently, the physician-population ratio in the private practice areas was 
1:899 in comparison with a ratio of 1:5,600 in the Cottage Hospital Service areas,' 
Specialist physicians are mainly located in the former areas and, therefore, 
patients from less populated areas requiring services of specialists must be 
referred to private specialists in larger centres. 


In Prince Edward Island 46 doctors out of the total number of 91 in the 
province were located as of June 1961 in Charlottetown serving a population of 
18,000 while the remaining doctors served the other 86,000 residents. In 
Charlottetown there were 398 persons per doctor as compared with 1,918 people 
per doctor outside Charlottetowa. The over-all provincial physician-population 
ratio was 1:1,150,? 


In Nova Scotia nearly half of the physicians were located in the Halifax- 
Dartmouth metropolitan area, but its population constituted only one-quarter of the 
provincial population. The corresponding physician-population ratios were 1:544 
in the metropolitan area, and 1:1,503 for the rest of the province; while the over- 
all provincial ratio was 1:1,044, It has been stated that over 70.0 of Nova Scotia’s 
specialists in-1961 were in the Halifax city area with consequent thin specialist 
coverage throughout the rest of the province, the Halifax-Dartmouth metropolitan 
area, with a population of 180,000 had 165 practising specialists, while the 
Sydney area with a population of 125,000 had only 37 specialists.° 


Saint John metropolitan area in New Brunswick had nearly one-third of the 
province’s doctors, while its population accounted for one-sixth of that of the 
province. The metropolitan physician-population ratio was 1:708, the provincial 
ratio was 1:1,314, but outside of the metropolitan area there were 1,696 persons 
per physician. 

The metropolitan area of Greater Montreal, with 60.5 per cent of the physicians 
of the Province of Quebec, had a ratio of one physician for 568 persons, leaving 
a ratio of 1:1,402 for the rest of the province. This ratio was further reduced to 
1:1,696 for smaller centres and rural regions by virtue of the appreciable concen- 
tration of physicians in Quebec City, Sherbrooke and Trois Riviéres metropolitan 
areas. These four large centres comprised three-quarters of the province’s physi- 
cians but their population constituted only about a half of that of the province. 


SU Ibid sapere. 
2 1961 Census data. 


8 A brief from the Government of Nova Scotia, submitted to the Royal Commission on Health Services, 
October 30, 1961, p. 5. 
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The over-all provincial physician-population ratio was 1:853 and that of the four 
metropolitan areas was 1:569, The geographical distribution of general practitioners 
outside metropolitan areas was more equitable. However, it has been stated that 
there is an urgent need for general practitioners in many rural areas of the 
province.' In order to improve somewhat this situation in the remote rural areas, 
the provincial government maintains a number of nurses in smaller localities to 
dispense elementary medical care. As of October 1961, there were over 100 
country nurses across the province.? 


A similar pattern of geographical distribution of physicians prevailed in 
Ontario where 40.0 per cent of the province’s doctors were concentrated in the 
Toronto metropolitan area but its population accounted for 29,3 per cent of that of 
the province. In Toronto there were 578 people per doctor, leaving a ratio of 
1:904 for the rest of the province. This ratio was further reduced to 1:1,201 for 
smaller centres and rural regions because of the concentration of doctors in other 
metropolitan areas such as Hamilton, Kingston, Kitchener-Waterloo, London, 
Ottawa City and Eastview, Oshawa, Sudbury, and Windsor. All metropolitan areas 
in Ontario comprised about 70.0 per cent of the province’s physicians but their 
population constituted only 52,9 per cent of the provincial population. The 
provincial physician-population ratio was 1:776 in 1961 as compared with the 
over-all metropolitan areas ratio of 1:590. 


In Manitoba about 80.0 per cent of the physicians were located in the 
Winnipeg metropolitan area but its population accounted for only one-half that of 
the province. Consequently, there were 537 persons per physician in Greater 
Winnipeg while in the rest of the province there were 1,913 people per doctor. The 
over-all] provincial ratio was 1:823. This concentration of medical practitioners in 
Winnipeg metropolitan area is expected to persist in future years because further 
medical advances ‘‘... require elaborate technical equipment and the skilled 
technical and professional staff which cannot be economically justified outside 


the larger centres’’,° 


The disparity between community size and physician distribution in 
Saskatchewan was even more evident than in Manitoba as more than half of 
Saskatchewan doctors resided in Regina and Saskatoon, while these two cities 
accounted for about one-fifth of the provincial population. There were 400 persons 
per doctor in the two cities as compared with 1,650 persons per physician for the 
rest of the provincial population. The provincial physician-population ratio was 
1:913. It has been stated that in 1959, 76,0 per cent of Saskatchewan’s population 
lived in communities of less than 10,000 population whereas only 33.0 per cent 
of the province’s doctors were so located. ¢ 


1 A brief from the Collége des Médecins et Chirurgiens de la Province de Québec, submitted to the 
Royal Commission on Health Services, April 1962, p. 76. 


2 Thid. 


3A brief from the Government of Manitoba, submitted to the Royal Commission on Health Services, 
January 15, 1962, p. 42. 


4 A brief from the College of Medicine, University of Saskatchewan, submitted to the Royal Com- 
mission on Health Services, January 25, 1962, p. 31. 
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A very similar situation existed in Alberta, where Calgary and Edmonton 
together comprised two-thirds of the provincial medical manpower and accounted 
for less than half of the province’s population. In these two cities combined there 
were 680 people per doctor as contrasted with 1,593 persons per physician in the 
rest of the province. The over-all provincial physician-population ratio was 
1:982 in 1961. It has been stated that there are a few areas in the province in 
which the population has increased to the point where there is a need for a resident 
physician. In particular, there are areas where there is a considerable distance to 
the nearest physician and where the roads do not permit easy transportation.! 


Finally, in British Columbia the two metropolitan areas, Vancouver and 
Victoria, comprised three-quarters of the physicians registered in the province and 
about half of the provincial population. The metropolitan area’s physician-popula- 
tion ratio was 1:597 while that of the rest of the province was 1:1,229, The 
over-all provincial ratio in 1961 was 1:758. It has been stated that many medical 
services of great importance are not ‘‘... easily accessible to a proportion of 


our residents’’,? 


Admittedly, the high metropolitan physician-population ratios do not necessa- 
rily reflect the actual availability of medical care to the general population since 
many doctors in the metropolitan areas devote all or part of their time to medical 
teaching and research, hospital work and administrative tasks and treat many 
patients who are referred or come to them from non-urban areas. Nevertheless, the 
above analysis suggests that even making allowance for this, there is a dispro- 
portionate geographic distribution of the medical manpower as between large 
centres and less populated areas throughout all the provinces. Apart from the 
system of granting bursaries to medical students who agree to work later in rural 
areas for a specified period, another scheme should be explored fully, namely, 
promoting the construction of community-type hospitals in the rural areas to 
induce doctors to serve in the more isolated regions. 


§. Distribution of Physicians by Counties and Census Divisions, 1961 


Appendix 4-10 shows active civilian physicians in relation to population 
and size of geographical area, by county and census divisions, for provinces as 
of June 1961, The study of counties and census divisions, according to the 
percentage of urbanization of population, reveals that for the most part, in the 
more highly urbanized counties and census divisions, the proportion of active 
physicians to population was more favourable than in the largely rural areas. 

If the counties in more urbanized provinces such as Ontario and British 
Columbia, are considered, the same situation existed, but the differences in 
physician-population ratios between the more highly urbanized and the more 
rural counties were much less pronounced. 


1 A brief from the College of Physicians and Surgeons, Province of Alberta; the Canadian Medical 
Association, Alberta Division; and the Faculty of Medicine, University of Alberta, submitted to the 
Royal Commission on Health Services, February 13, 1962, p. 7. 


2 A brief from the Canadian Medical Association, B.C. Division, submitted to the Royal Commission 
on Health Services, February 20, 1962, p. 10. 
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The physician-population ratios for county and census divisions as such 
should not be considered as an adequate index for the purpose of determining 
the degree of sufficiency in the supply of medical personnel because in the 
more highly urbanized counties some physicians were not engaged in directly 
dispensing medical care within their respective communities. In the larger cities 
many physicians were engaged in teaching, research, industry and public health, 
and administration work. Nevertheless, the physician-population ratios for 
census and county divisions indicate a broadly unequal geographic proportional 
distribution of medical personnel throughout the country. 


Table 4—25 indicates a cross-classification of counties and census 
divisions, for the country as a whole, by degree of urbanization of population and 
the size of physician-population ratios. 


The relative concentration of physicians in counties and census 
divisions containing urban centres is apparent from the rapid decrease in average 
population per physician with increase of urbanization of population. In counties 
and census divisions which were 70.0 or more per cent urban, the physician- 
population ratios were more favourable than that for the country as a whole. 


In terms of population numbers, a total of 9,711,080 persons or 53.2 per 
cent of the total Canadian population in 1961, were living in counties and census 
divisions which had physician-population ratios of less than 1:1,000; another 
4,147,512 or 23.7 per cent experienced physician-population ratios of 1:1,000 
to 1:1,499 and the remaining one-quarter of our population had one physician 
per 1,500 or more persons. 


Variation-in the physician-population ratio between counties and census 
divisions grouped by percentage of urbanization of population is shown by 


POPULATION PER ACTIVE CIVILIAN PHYSICIAN, FOR COUNTIES AND CENSUS 
DIVISIONS, GROUPED ACCORDING TO PER CENT OF URBANIZATION OF 
PCPULATION, FOR REGIONS AND CANADA, 1961 


Per cent of Urbanization Alani : Prairie | British i 

of Population Region eRe e oa? Region |Columbia Cenada 
(war! Aas Gane A Gomer Oo coae a 2,182 2,438 - ui 2,412 
LO) = Ore revovei acre) oie! oy stay store! eusiane 6 222 2,160 - 2,080 
ZO Ole wns aiotaye elle slefewene chs sre 0 1,536 1,787 - 1,773 
SES as ooo U0 DO Cie OMA ODOC 2,043 1,547 1,405 1,690 
AO at Ore rarel al aie cnc le /ekelehele¥ey Vs 61's]. 1,352 1,561 1,941 eee 
SOvS Sisus apo ccosode coco nooG 1,402 1,079 1,202 1,281 
Nr Os Solo ou Oo Goeood Gob. 1,218 2,027 894 1,195 
Oi TIDY 5 Gh OO UROO OD ODOR G aT 550 - 834 
S30) <5 sh 66 Gon oO OC moadIOn DOO 1,066 13: 615 Tesi, 
OO raridEOVers sr aise cin atelerske 661s ote - 537 _ 571 
POCA ete istasie erate: «/ oarai stolons 1,280 928 758 857 

Ae —— 


1 Excludes Yukon and Northwest Territories. 


Source: Census of Canada, Advance Report No. AP—4, June 28, 1962, DBS, Census (Demography) 
Division and Occupations and Employment Section, For basic data, see Appendix 4-10, 
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The extent to which the geographical distribution pattern of physicians is 
not adequately represented by the over-all regional physician-population ratios 
is clearly indicated. Thus, the Province of Quebec, with the third lowest 
over-all average ratio among the regions, experienced group average ratios 
higher than those for any other region in all but the 10-19, 60-69, 80—89 and 
90 plus groups of degree of urbanization of population. 


8. Types and Auspices of Medical Work 


ae Types of Work 


In addition to geographical distribution, age and years of practice of 
physicians, type and auspices of medical work must be taken into account 
when attempting to assess the availability of medical services to the general 
public in particular regions and communities. A concentration of doctors engaged 
in medical research and teaching, and of interns and residents in training 
hospitals, in larger cities, does not greatly increase the availability of medical 
services to the general public in these communities as the main source of these 
services is provided by general practitioners and specialists in private practice. 

A historical analysis of medical manpower suggests that some changes 
have occurred in the patterns of medical services in recent decades, particularly, 
in terms of new types of medical services and specialization. Perhaps a major 
change has been the increased employment of physicians in hospital services, 
teaching, research, industry, administration and other types of institutional 
practice. This has also been associated with a relative reduction in the propor- 


TABLE 4-27 
ACTIVE CIVILIAN PHYSICIANS BY TYPE OF WORK, MARCH 1943! 


Physicians 


Type of Work 
Per cent 


Generali practices acietetelele’e so «.s1e1e s)siels 1s o)eis' sie)e)eistierexetels 
Specialist’ practice cacreiste «1s cee clere siels o sievelece ie: eheleiniets 
Industrial’ medicines sas:. oic1e ei srehetcre ic cutte otersiels clelevst ere isiete 
Medicailiteachiny <i .rieicie cistetclolescietelelete cuss 

Medicailiresearchpere.ccrerciele cisisrersiecieletercreteie > ievelecsloreieners 
Insurance or other corporation ........cccccsccceces 
Hospitaleserviceres ciciec cloieierciolsrelsie siete cncrere) sieve cere) crete 
Public heal titersrercketelcrcrorclcloicielcielelclclsteiche crererelcnerexerere) ole 
Other governmentsServices.... «ole «cle clclclc siclele cleisicre ee 
Medicalfadministra tions ate <itelelelevelereietelsiereterc cisnelovere ciere 


1 Excluding 615 retired physicians, 
2 Excluding Yukon and Northwest Territories. 


Source: Report of the National Health Survey, 1945, Canadian Medical Procurement and Assignment 
Board, Table 17, p, 36. 
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tion of physicians in private practice. Moreover, some physicians in private 
practice give part of their time to one or more of these activities. An increase 
in the number of medical schools or an expansion of the existing ones will 
require more teaching physicians. Demands for physicians for research and 
administrative work are also growing and can be expected to increase in future. 


The 8,614 active civilian physicians (excluding 3,006 in the Armed 
Forces) in Canada as of March 1943 are classified according to the nature of 
their work in Table 4—27. 


Appendices 4—11A and 4—11B show the distribution of the reporting 
Canadian—born and immigrant active civilian physicians respectively by type of 
major work in 1962 for regions and Canada. Table 4—28 provides the above 
information for all active civilian physicians. 


Physicians categorized as in general, specialist and consultant private 
practice included all those who reported this type of service ‘‘on their own 
account’’, whether this was accomplished in solo practice, partnership or group, 
and regardless of the method of payment within the partnership or group. 
Separation of physicians in private practice into specialist, consultant and 
general practitioner relates to that which the physician said he was doing 
regardless of formal requirement, held or not held. 


Internship group included junior and senior interns and residents being 
trained in the hospitals. The “‘hospital staff’’ category included all those 
employed by hospitals as specialists, general practitioners and in administration 
on full-time basis, excluding interns and residents. 


The balance of active civilian physicians consisted of those engaged in 
medical research and teaching, public health, industrial medicine and others, 
employed mainly in an administrative capacity by insurance companies, national 
and provincial professional associations and voluntary health organizations. 


Sixty-seven point three per cent of the reporting physicians for the country 
as a whole indicated they were engaged in private practice in 1962, Excluding 
interns and residents, private practitioners accounted for 75.4 per cent of the 
reporting active civilian physicians. In 1951, general practitioners and specia- 
lists in private practice constituted 74.3 per cent of the total medical manpower 
in Canada, excluding interns and residents.’ Thus, in the latter year about 3 
out of 4 physicians were in private practice as compared with 2 out of 3 physi- 
cians in 1962. The latter proportion was almost identical with that prevailing in 
the United States where in 1962, 66.4 per cent of the total actual number of 
doctors were in private practice.? Thus it appears that in Canada the proportion 
of physicians in private practice has been decreasing. In actual numbers, 
physicians in private practice have increased. The same trend is to be observed in 
the United States, where in 1931 about 86.0 per cent of the physicians were private 
practitioners. ° 


1 Survey of Physicians in Canada, 1951, Research Division, Department of National Health and Wel- 
fare, Table 8, p. 14. 


2? Health Manpower Source Book, op.cit., Table 1, fay Sh 
3 Ibid. 


DISTRIBUTION AND SOME PROFESSIONAL CHARACTERISTICS 143 


Interns and residents constituted 10.8 per cent of the total reporting 
physicians in 1962 in this country. As of October 1, 1962, there were 2,614 
interns, assistant residents and residents, comprising 12.2 per cent of the total 
medical manpower in the country.’ In addition, there were 596 reported Canadian- 
born interns and residents being trained in the United States in the spring 
of 1962,’ some of whom will return to this country. Including the latter category 
of interns and residents with the figure of 2,614 interns and residents trained in 
Canada, the total constituted 15.0 per cent of the Canadian medical manpower 
in 1962. The corresponding percentage for the U.S.A., excluding Canadian and 
foreign interns and residents, in 1962 was 13.9.° Making allowance for those 
Canadian-born residents and interns in the U.S.A., who probably will not return 
to Canada, it would seem that the immediate supply of doctors in this country is 
relatively the same as in the U.S.A. 


Physicians, specialists and others, working in hospitals accounted for 
9.5 per cent of the total reporting physicians as compared with 5.2 per cent in 
1943, In 1951, the ‘‘hospital staff’’ category (including interns and residents) 
constituted 15.0 per cent of the total number of physicians as compared with 20.3 
in 1962. All these percentages suggest a relative increase of physicians working 
in hospitals on a full-time basis. 


Doctors engaged in medical research and teaching in 1962 accounted for 
4.1 per cent of the total reporting physicians as compared with 1.4 per cent in 
1943. A similar trend has also taken place in the U.S.A. during recent decades. 


A slight increase of physicians working in the public health area also seems 
to have occured between 1943 and 1962. During the latter year 3.9 per cent of the 
reporting physicians indicated this type of work as compared with 3.4 per cent 
in 1943. 

A breakdown of the reporting physicians between Canadian-born and 
immigrant doctors, by type of work, as shown in the Appendices 4—10A and 
4—10B, indicates a smaller proportion of immigrant physicians in private 
practice (59.1 per cent), particularly as specialists, in comparison with the 
Canadian-born doctors (70.1 per cent). On the other hand, proportionately more 
immigrant physicians are working in hospitals (13.3 per cent) and in public 
health (4.9 per cent) as compared with the Canadian-born doctors, whose 
corresponding percentages were 8.3 and 3.6 respectively. Also, 5.9 per cent of 
the reporting immigrant physicians indicated working in medical research and 
teaching as compared with only 3.5 per cent of the reporting Canadian-born 
doctors. 


b. Auspices of Work 

Appendices 4—12A and 4—12B show employing agencies (for major source 
of income) of Canadian-born and immigrant physicians respectively. Table 
4—29 provides this information for all reporting physicians for regions and 
Canada. 


1 Canadian Mailings Limited, 1962, Toronto, List No. 6. 
2 See Chapter II, Table 2-17, 


3 Health Manpower Source Book, op.cit., Table 1, p. 3. 
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This table indicates that 70.6 per cent of the total reporting physicians, 
who provided information on employing agency for their major source of 
income were in private practice. Approximately one-third of them were 
organized either in partnership or group practice. However, in the Prairie 
Provinces and British Columbia about half of the reporting private practitioners 
were working under this arrangement. Table 4—30 gives a further breakdown 
of the reporting private practitioners for the country as a whole by type 
of service and type of practice. 


TABLE 4-30 


NUMBER AND PER CENT DISTRIBUTION OF ACTIVE PHYSICIANS 
IN PRIVATE PRACTICE, BY TYPE AND AUSPICES OF WORK, CANADA, 1962 


Type of Work 


General : Are 4 heals 
Practitioner pecialis onsultan 


Number Pee 
Report- 
ing 


Total 


Auspices 
of 


Work Per 


Self-employed.. 
Partnership.... 
Group practice . 


18.9 
13.9 


Total* 1. << 


1 Excludes Yukon and Northwest Territories. 


Source: Questionnaire on Medical Practice, 1962, Royal Commission on Health Services. 


From Table 4—30 it appears that approximately four-fifths of the 
reporting consultants were in solo practice as compared with two-thirds of 
general practitioners and specialists. The partnership form of medical practice 
appears to be somewhat more prevalent amongst general practitioners, while 
group practice is more characteristic amongst specialists. 


Outside private practice about one-eighth of the total reporting physicians 
were working in hospitals that were not operating under the auspices of public 
authorities. This proportion was somewhat higher in the Province of Quebec 
amounting to about one-fifth. Another important employing agency were provincial 
governments particularly in the Atlantic Provinces, where about one-sixth of the 
reporting physicians indicated being employed by this level of government. This 
high proportion in that region is due to the fact that the provincial government of 
Newfoundland employs a substantial number of doctors in the Cottage Hospital 
Service. 


An examination of the Appendices 4—12A and 4—12B indicates that a 
higher proportion (40.9 per cent) of immigrant physicians are salaried physicians 
as compared with Canadian-born doctors (25.2 per cent). Eighteen point one 


ROYAL COMMISSION ON HEALTH SERVICES 


146 


“21 °O ‘TT eTgeL ‘asesTeM PUB 4ITePH JeuoT}eN jo JUowzsedagq ‘UoTSsTATG Yoleasey 'TG¢6T ‘epeueD ul suejoishyd jo Aeasng ¢ 
*(Teuuossed yoivesal Ajuyew) [ToUNOD Yyoseesay TBOTPeW 94} JO Jauuossed sapnjouy 

*saotdsne Aytpedrorunw so AjyuNOD JO yuawus9A0C2 [eToUTAOId JO Jelapay Jepun sTe}1d soy ut suerotshyd sepnjoxy 5 
*sjuauziedep 19430 pue spse0g uoTjesueduiog s,uawyxIOM ‘UOT Je STUTUIpPY aoUBIMSU] [BTOUTAOIg 9} JO Jeuuossed sepnyfouy , 
*sjuauljiedap JayjO pus pilvog Yoseesoy aouejed ‘uoTSsTWWOD UOTsSUag UeTpeuBD 24} JO Jeuuosiad sepnyfouy , 


; ff , r ] 
0 OOT | 2 67% | S 7 [ — 6°S pL 0°8Z b°97 I'v a ah 8 < lag “IS6I eunf 
0°O00T c°OT (a O°TT g°s 0°L 9°S TES 8°L7 T°9 8°C shone ckeue te oNSEOl Es ee” LUO.) Scr 
O°O0OT| O°00T | 8P8*E | E6E COW ObvY 1&4 ILC TOT 768 L90‘T 9ET 60T ce ee eae ae, ies ee LBL ONY 
Sev. TZ 6L (6 T G ee S one, — 89 I = soeecceescrsererers naINOdSU} 
8°e vs LOZ Si = b Zz 1S Z OI Dai S25 = eecoeesccsesressorceosrcores JOUJO 
9°9% | L*Ib | 909‘T | T S- = 9 9€ Or €vs rads vIZ BP se Se ae ee ge ie LOI OS OH 
S°Yy oe GE OL Pol T ee S i: I —_ = I cesses coesceeseoooceces co KZI9NDU 
pst | e*IT | ver Il T 9 COC) Ss VEC! D €T 6b € Zz seeeecese® g¥aljoD Jo AjIsseaquy) 
Se UeL<O 6ST Iv € OLT a = S €T €T 8 9 sooeceseoAaqpedroruny so AjunoD 
XG. | ten! €9L 
ras $9 G Gi = G 6, VI SI € G oececeeeeececoeceeerecerr es ~JOULC) 
€v9 vl 9 OIZ = 8 SZ LOZ €8 S SZ seceeoeoosooes ITBaH JO 3doq 
JUBUIUIBAOH [BPIOUIAOI_ 
L’vt 8°6 BLE 
Ss VZ (4 — —~ 6 — T 61 G IT oooccescsseeeeeecce20% -IOUY) 
10Z 8 bas ves = € tT €Z 938 = 02 oes SITBIJW SUBIA}0A Jo *ydaq 
6tl (G7 € Iv re L 6 Tt G = ~ arejTom pue yieeH “eN JO ydaq 
Ib | | quawusaAoy [esJepay 
But SMOTTIN 
wed out }st[eTo | syweprsay| SUtequr| voTIeys 
-ysoday Tsoa 
£5 leg oagarnt 12N30 kek oe oes ear 132430 -odg Suseye: Soca cieoe 
etd} T = = < 
Teee S369 Sante Re WA ES lh =| i} yIoM Jo sootdsny 
‘gun jyeys Teywdsoy ; 
TeI0O.L = athe ie ihe aI 


Z961 ‘VAWNVO ‘HNOM NOLVW AO SHOIMSNV GNV AdAL AW ‘FOLLOVad BLVAIMd NI LON SNVIOISAHd AALLOV 4O NOILNEIALSIG 


l€-y A1GVL 


DISTRIBUTION AND SOME PROFESSIONAL CHARACTERISTICS 147 


per cent of the reporting immigrant physicians were employed by the three levels 
of goverment compared with only 6.6 per cent of the reporting Canadian-born 
doctors. This is particularly evident in the Atlantic Provinces where the 
corresponding percentages were 42.6 and 9.1. A somewhat higher proportion of 
immigrant physicians were employed by hospitals compared with Canadian-born 
physicians, particularly in the Province of Quebec where about one-third of 
immigrant physicians were working in hospitals operated by non-government 
organizations. 


The nature of the work of active civilian physicians not in private practice 
is shown in some detail in Table 4—31. 


Postgraduates, fellows, senior interns and residents formed the largest 
proportion (33.9 per cent) of those not in private practice. These categories of 
physicians together with hospital staff physicians accounted for nearly two- 
thirds of the total reporting physicians not in private practice in 1962 as 
compared with three-fifths in 1951. The remainder were engaged in medical 
research, teaching, industrial medicine, public health, and other types of work. 
Public hospitals, non-governmental, employed more physicians (41.7 per cent) 
than any other type of agency listed in the above table, while governments at 
the federal, provincial and county or municipal levels together employed 36.3 per 
cent of all reporting physicians who were not in private practice. In 1951 these 
governments employed 42.4 per cent of physicians not in private practice. 


About half of the reporting physicians engaged in medical research were 
employed by the universities. 


9. Changes in Physicians’ Careers 


The physician’s career is not static for apart from geographical mobility 
when doctors move from one province to another or from rural areas to cities, 
there is also some shifting from general practice to specialization and from one 
type of work to another. Several studies have been made in the United States 
of medical graduates at various intervals after graduation to determine changing 
patterns and method of practice, type of work, etc.’ One of these studies 
suggested the following changes as most significant: as time goes on after 
graduation, medical graduates tend to change their type of practice from a more 
general to a more specialized practice; the proportion of graduates in private 
practice tends to increase with the length of time after graduation; the over—all 
change from individual practice toe partnership or group practice tends to be 
greater than changes in the opposite direction; and those physicians leaving 


1 See the following references: Weiskotten, H.G., and Altenderfer, M.E. ‘‘Trends in Medical Practice: 
An Analysis of the Distribution and Characteristics of Medical College Graduates, 1915—1940"’, The 
Journal of Medical Education, Supplement, vol. 27, September 1952, pp. 3—41; and Weiskotten, H.G., 
Wiggins, W.S., Altenderfer, M.E., Gooch, M., and Tipner, A. ‘‘Changes in Professional Careers of 
Physicians Who Were Graduated from Medical College in 1935, 1940, and 1945’’, The Journal of Me- 
dical Education, vol. 36, No. 11, November 1961, pp. 1565—1585, 
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teaching and/or research activities tended to go into private practice while 
those entering these fields of professional activities tended to come from other 
kinds of salaried positions.* 


Appendices 4—-13A and 4—13B illustrate professional mobility of Canadian- 
born and immigrant physicians respectively, for regions and Canada. 


A statistical analysis of professional mobility of the reporting Canadian- 
born and immigrant physicians, for the country as a whole, is shown in Table 


4-32. 


This table reveals that 95.5 per cent of the reporting Canadian- 
born general practitioners in private practice in 1962 started their medical 
careers in the same type of major work. The corresponding percentage for the 
immigrant physicians is 85.4. Thus, it would appear that there was an insigni- 
ficant degree of professional mobility of physicians from other types of major 
work towards a general private practice. On the other hand, there was a shift 
from a general private practice towards specialist private practice and other 
types of work based on salaried appointment. Thus, 25.9 per cent of the reporting 
Canadian-born specialists and 22.9 per cent of the reporting immigrant special- 
ists came from the ranks of general practitioners. There has been a definite 
trend from a general to specialized private practice and to other types of work. 
Out of 4,000 reporting Canadian—born doctors, who started as general practi- 
tioners in private practice, only 72.7 per cent remained in their original type of 
work, others shifted mainly to specialist private practice, hospital specialist 
work and to public health work. Out of 1,100 reporting immigrant doctors, who 
also started as general practitioners in private practice, about three-quarters 
remained in this type of work, while the remainder shifted to specialist private 
practice and the public health area. Out of the total of 7,466 reporting Canadian- 
born physicians, 53.8 per cent started as general practitioners in private practice, 
after shifting to and from other types of work, only 40.9 per cent of the total 
reporting were in this type of work in 1962. The corresponding percentages for 
the immigrant physicians were 44.0 and 38.6 respectively. 


Approximately three-quarters of Canadian-born and immigrant specialists 


in private practice in 1962 indicated that this was also their first type of prac- 
tice. 


Out of 2,025 Canadian-born doctors, who started as specialists in private 
practice about 10.0 per cent became consultants in private practice, others 
became specialists in hospitals or teachers of medicine. Out of 655 immigrant 
doctors, who also started as specialists in private practice about 90 
shifted to consulting private practice and 100 to specialist hospital staff. 


As for consultant private practitioners about 40.0 per cent of Canadian- 
born doctors and about 60.0 per cent of immigrant physicians came from private 
specialist work and only 13.9 per cent and 16.7 per cent respectively from 
private general practitioners. It should be noted that 40.0 per cent of the reporting 


1 Weiskotten, H.G., et al. ‘‘Changes in Professional Careers of Physicians’’ op.cit., pp. 1584-1585. 
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Canadian-born consultants started their medical profession in this capacity as 
compared with only 13.3 per cent of the reporting immigrant consultants. 


Approximately two-thirds (65.7 per cert) of the reporting Canadian—born 
specialists working on a full-time basis in hospitals and about half (51.4 per cent) 
of the reporting immigrant specialists working in hospitals started their careers 
in hospital staff. One-third of the immigrant hospital staff specialists came from 
private specialist practice as compared with less than 10.0 per cent of the 
Canadian-born hospital staff specialists. However, it should be noted that about 
one-fifth of the Canadian-born hospital staff specialists came from private 
general practice. Out of 506 Canadian-born doctors, who started as specialists 
in hospitals, 382 or 75.5 per cent remained in that work and out of 283 immigrant 
physicians only 168 or 59.4 per cent remained. About half of non-specialist 
hospital staff, both of Canadian-born and immigrant doctors, started their medical 
careers in the same capacity. Another quarter came from private general practice. 


Most of the reporting Canadian-born and immigrant physicians engaged 
in research and teaching activities evidently started their professional careers 
along the same lines or moved in from other salaried appointments. Only one- 
quarter of these physicians indicated a shift from general or specialist private 
practice to research and teaching. 


As for physicians engaged in public health and industrial medicine fields 
approximately half of the Canadian—bom as well as of immigrant physicians 
started their work along the same lines and most of the others came from 
general private practice. 


Out of the total 7,466 reporting Canadian-born doctors, 83.4 per cent 
indicated having started their medical careers in private practice and 80.8 per 
cent indicated that they were in private practice in 1962, The corresponding 
figures for the immigrant physicians are 71.1 and 70.3 per cent. There was an 
insignificant shift from private practice towards salaried medical appointment. 
The above percentages also suggest that a somewhat higher proportion of the 
immigrant physicians were and are working as salaried physicians. 


10. Specialization in Medical Profession 


a. Causes and Implications of Specialization 


It is, perhaps, inevitable that in a highly organized and technologically 
progressive society like ours, there should be a strong tendency towards special- 
ization in various professions and occupations, including the medical. In fact, 
continued technical progress largely depends on specialization and division of 
labour as evidenced in industry and trade. 


Specialization in medicine is a characteristic development of the recent 
decades. Towards the end of the last century there were only a few specialties 
recognized such as surgery, ophthalmology, otolaryngology, dermatology, 
obstetrics, psychiatry, and a few others. During the last thirty or forty years 


152 ROYAL COMMISSION ON HEALTH SERVICES 


there was a particularly rapid increase in scientific medicine, diagnosis and 
treatment techniques, which development imposed specialty training programmes 


on our medical schools. Thus the whole structure of medical manpower underwent 
a change. 


It is said that the body of medical knowledge today is far too great to be 
mastered by any one individual doctor, and hence the physician specialist is a 
necessity. In fact, specialists are indispensible in order to provide high 
quality of service in medical care. 


H.E. Rawlinson sees three main factors that operate to produce 
specialists.’ Firstly, as knowledge and technical skills grow and develop, there 
are always those whose intellectual urge is to do a few things very well, rather 
than many things merely adequately. The frontiers of any science, including 
medicine, are expanded through concentration of a few specialists on limited 
areas of research and practice. Different specialties will attract different 
personalities. Secondly, there has gradually developed in the medical profession 
a sense of public responsibility and a desire to see that the public have 
available the highest level of service which is ensured by allowing into the 
profession only those who can meet the required standards of performance. 
Thirdly, there is the economic motive. These three factors are not mutually 
exclusive; they usually operate together, but at a particular time any one may 
predominate. 


It is not the purpose of this study to assess the pros and cons of medical 
specialization. There seems to be a considerable difference of opinion amongst 
the physicians themselves on this subject. Thus some doctors have strongly 
criticized the increasing tendency towards specialization as being dangerous 
for the status of the general practitioners.? One author expressed the view that 
‘““... the main justification for specialization among clinicians is the necessity 
for mastering difficult techniques...’’ and that ‘*... in the field of medicine, 
as opposed to surgery, ... there is little to be said in favour of Specialization, 
and much to be said against it’’.* On the other hand, another authority argued 
that a branch of a specialization should be delimited within medical science 
whenever our diagnostic and therapeutic knowledge has reached such a point 
that a physician must devote himself entirely to the subject if he is to master 
ates 

One writer following A. Smith’s list of advantages of the division of 
labour, summarized the benefits of medical specialization such as (a) increased 
productivity by separating tasks; (b) facilitating the acquisition of accuracy, 
speed and skill; (c) better distribution of tasks among doctors endowed with 


a Rawlinson, H.E. ‘The History of Specialism and Its Implications for Today’’, The Canad. M.A.]., 
vol. 67, September 1952, p, 267. 


. Joubert, J.D., S. Afr. Med J., vol. 28, 1954, p. 133 and Schultz, H.H., S. Afr. Med J., vol. 28, 1954, 
p. 855, quoted in the W.H.O. publication on Medical Specialization: A Survey of Existing Legislation, 
Geneva, 1958, p. 5, 


3 Todd, G.W., The Lancet, vol. 1, 1951, p, 462, quoted in the above W.H.O, publication, pp. 5—6, 
4 
Fog, M., Ugeskr. Laeg., vol. 117, 1955, p. 863, quoted in the above W.H.O, publication, p. 6, 
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specific abilities; (d) economy in utilization of material and equipment; and (e) 
specialization tends to increase dissemination of knowledge and provides 
opportunities for development of new techniques.! 


Among the adverse effects of specialization may be included as follows: 
(a) an increase in the disparities in the physician-population ratio and in the 
variety of services available between rural and urban areas; (b) medical speci- 
alization raises costs of medical care; (c) intensive specialization makes a 
physician a better craftsman or technician, while the essential humanistic 
nature of the practice of medicine might have suffered a little; and (d) the speci- 
alist is often faced with the end results of disease, and the narrowness of his 
specialized training may not permit him to perceive its earlier stages in the 
fields outside his own specialty, and so we ‘‘... reach the trend reciprocal to 
specialization, which is the growing recognition that it is merely possible to 
think of a disease in terms of a particular organ or anatomical system’’.? 


b. Balanced Medical Manpower 


An overemphasis on training of specialists has disturbed the balance 
between general practitioners and specialists in medical manpower. A medical 
organization has stated that ‘‘A disproportionately large number of high calibre 
physicians have entered the specialties because they have been influenced and 
taught be specialists and have seen little of either general practitioners or their 
work during the years of training; rather than because of any need for more 
specialists or of any specific interest in the specialty chosen’’.’ It also 
suggested that at least half of Canada’s medical graduates are entering 
specialties.‘ 


Indeed, one of the basic problems facing medical schools and the profession 
is — what percentage of the medical manpower should be specialists? 


In attempting to answer this difficult question it is necessary to consider 
the scope of work of general practitioners and that of specialists as well as 
the pattern of practice. There is almost a general agreement amongst medical 
experts as to the scope of work of general practitioners. Thus, it has been 
suggested that ‘‘General practice encompasses the art and science of medicine 
in the diagnosis and treatment of 85 per cent of the ills of mankind, and this 
includes the knowledge of when and where to obtain help for the remaining 15 
per cent’’,’ and similarly that ‘‘... about 80 per cent of illnesses can be treated 


satisfactorily by general practitioners’’.° 


1 Le R.W.H. “‘The Character of the Physician in Relation to Social and Economic Consequences of 
Specialization’’, The Canad. M.A.J., vol. 83, October 22, 1960, p, 413. 

2 Brain, Sir Russell, ‘‘Osler and Medicine Today’’, The Canad. M.A.J., vol. 83, August 20, 1960, p. 351. 

5 A brief from the College of General Practice of Canada, submitted to the Royal Commission on Health 

Services, May 1962, p. 13. 

* Ibid. 

5 Johnston, W.V., The General Practitioner of Today, The Canad. M.A.J., vol 61, August 1949, p. 169. 


A.M.A., Bureau of Medical Economics, Factual Data on Medical Economics, Revised Edition, 1940, 
p. 15. 
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It should be pointed out that such figures are only estimated averages 
and, as such, are meaningless when applied to an individual doctor. What 
these figures do, however, is to indicate the importance of the general prac- 
titioner in the distribution process of medical care. As for the pattern of 
practice, it can be said that if specialists do general practice or unreferred 
practice then the demand for general practitioners is somewhat reduced. This 
development is, however, economically unsound and medically wrong because 
it cannot be argued that all physicians are basically general practitioners since 
specialists were trained to deal with specific ailments or patients belonging to 
a specific age group. If, on the other hand, specialists do mainly consulting 
work, then, obviously, more general practitioners are needed. The demand for 
specialists increases if the general practitioners refrain from certain types of 
services. 


The general practitioners have always been the bulwark of the medical 
profession; they determine both when the services of a specialist are needed 
and who of the available specialists is best qualified, and they probably know 
better the social, economic and family circumstances of their patients and they 
maintain a more continuous personal relation with them. 


A balanced medical manpower would require a distribution of physicians 
among the various specialties and in general practice so that the variety of 
medical services would be available to the local community. Various surveys 
suggest that ‘‘... the distribution of physicians in such a community should be 
from 30 to 40 per cent specialists, and from 60 to 70 per cent general practi- 


tioners’’.! 


It is very likely that the present trend of the declining proportion of general 
practitioners in relation to the total medical manpower will continue for some 
years to come. In view of the important role of general practitioners in the 
distribution of medical services throughout the country, the establishment of the 
College of General Practice of Canada in 1954 is welcomed because this ins- 
titution has been instrumental in encouraging more hospitals to develop a special 
internship designed to meet the requirements of today’s advanced general 
practice. This may result in a larger number and a better quality of general 
practitioners, particularly because, at the present time, approximately one-third 
of our population lives in communities where the general practitioner is the only 
doctor available. 


c. Training and Formal Requirements of Specialists 


Training in a medical specialty is readily available in medical schools 
and major hospitals in Canada and the United States and entrance to a specialty 
has been formalized and special certification is now required, though the laws 
and regulations scarcely provide a definition of ‘‘specialist’’ or define his 
functions mainly because it is difficult in practice to delineate a demarcation 
line between the functions of the general practitioner and those of the specialist. 


1 Truman, Stanley R., ‘‘Balanced Medical Community’’, General Practitioner, vol. 6, December 1952, 
p. 106, 
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Organized specialist training in Canada is relatively new having started 
in 1929, when the Royal College of Physicians and Surgeons of Canada was 
established. Prior to this, physicians practised a specialty without formal 
recognition, and some still do today, or sought formal specialist diploma from 
the Royal College of the United Kingdom or from similar institutions in the 
United States. 


The Royal College of Physicians and Surgeons of Canada, a national body 
concerned with graduate medical education, sets the standards of training, 
approves hospitals and medical schools in which such training may be taken in 
this country. The Royal College is not directly responsible for the organization 
and supervision of specialist training. As of 1962, there were 82 approved 
training hospitals, affiliated with medical schools, and 56 not so affiliated. The 
number of approved resident posts on establishment was 2,391, of which 2,125 
were filled. A few universities also offer graduate programmes and diplomas in 
certain specialties. In most cases, however, faculty members of the medical 
schools are involved in specialty training through their hospital staff positions. 


There are two standards of training and examination for specialists of the 
Royal College: (a) Fellows of the R.C.P.S.in either medicine or surgery within 
various sub-specialties.? In 1962, there were 2,402 Fellows of the Royal College, 
959 physicians and 1,443 surgeons.® (b) Specialty classification by the way of 
Certification Examinations, is also regulated by the Royal College, with advice 
of its various specialty committees. The examinations for certified specialists, 
introduced since 1939, are somewhat less exacting than those for the Fellows. 
Actual examination programmes were not started until 1942 because of the 
dislocation of physicians at the beginning of World War II. Certificates were 
granted without examination to a selected group of Canadian physicians and 
surgeons. Certification without examination came to an end December 31, 1947. 
By that time approximately 3,500 specialist certificates had been issued 
without examination.’ As of 1962 there were 8,319 Royal College specialist 
certificates in effect in Canada, which figure includes also the Fellows, who 
automatically are granted such certificates. The scope of specialist certificates 
is the same as that for Fellows plus the specialty in public health. 


It is due to this two-level arrangement that the accelerated production of 
specialists took place in Canada. It is estimated that approximately 90.0 per 
cent of specialists in this country hold formal recognition from the Royal College. 


As far as the Province of Quebec is concerned, the provincial College of 
Physicians and Surgeons has since 1950 autonomous jurisdiction over the certi- 
fication of specialists under an arrangement somewhat similar to that under 


1 A brief from the Royal College of Physicians and Surgeons of Canada, submitted to the Royal Com- 
mission on Health Services, March 21, 1962, p. 14. 


2 Fellowship examinations are conducted in eleven medical specialties: internal medicine, anaesthesia, 


bacteriology, dermatology, neurology, paediatrics, pathology, physical medicine and rehabilitation, 
psychiatry, diagnostic radiology and therapeutic radiology and innine surgical specialties: general 
surgery, cardiovascular and thoracic surgery, neuro- surgery, obstetrics and gynaecology, ophthal- 
mology, orthopaedic surgery, otolaryngology, plastic surgery and urology. 


Brief of the Royal College of Physicians and Surgeons of Canada, op.cit., p.3. 
4 Ibid. 
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which the Royal College certificates are granted, i.e., completion of a 
prescribed course of study and the passing of an examination. However, most 
physicians in the Province of Quebec who hold a certificate from the College 
of Physicians and Surgeons of Quebec also hold the corresponding certificate 
from the Royal College of Physicians and Surgeons of Canada. 


In the Province of Alberta, which has recognized the formal requirements 
for specialists since 1926, a specialist must be legally approved by the 
University of Alberta, and up to 1948 it did recognize specialists though they 
were not certified by the Royal College. 


d. Specialization Trends 


Table 4—33 provides statistical information on the trend to specialization 
in Canadian medical manpower during the period of 1947-61. The number of 
specialists include those who were in specialist private practice as well as 
those not in private practice, i.e., employed by hospitals, medical schools, 
industry, the various levels of government, etc. Some certified specialists in 
smaller urban centres do not restrict their practice to a specific specialty but 
are also engaged in general practice to some extent. On the other hand, some 
general practitioners practice a specialty on a part-time or full-time basis as 
non-certified specialists. Consequently, the category of non-specialist physicians 
is not necessarily identical with general practitioners in private and non-private 
practice. Because the non-certified specialists devote probably a major part of 


TABLE 4-33 


RATIO OF CERTIFIED AND NON-CERTIFIED ACTIVE CIVILIAN SPECIALISTS 
TO TOTAL CIVILIAN PHYSICIANS, CANADA, 1947-1961? 


Non- 
Specialists 


ry 


Vear | Certified | Non-certified | [aE el [aE el Total? 
Number, Per 
Number 
pia Esk 


LOAT AES. Coen é 
LOS Tbe ots, ae 14,042 
LOSAC Ar ok oe 15,651 


Eee ase the : ; 13.8 |10,866 


1 Excludes Yukon and Northwest Territories. 


2 Includes junior and senior interns. 


Source: a Survey of Physicians in Canada,1947, Department of National Health and Welfare, 

Table 15, p. 23. 

b Survey of Physicians in Canada, 1951, Research Division, Department of National 
Health and Welfare, Table 15, p, 21. 

C Specialists in Canada, 1954, Research and Statistics Division, Department of Nation- 
al Health and Welfare, p. 1. 

d A brief from the Royal College of Physicians and Surgeons of Canada, Submitted to the 
Royal Commission on Health Services, February 1962, Appendix I, Table 2. 

© 1961 Census data, 


Note: Specialists include those certified by the Royal College of Physicians and Surgeons of Canada, 
the College of Physicians and Surgeons of the Province of Quebec and by provincial authority 
in the Province of Alberta. 
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their work to general practice, these doctors should be considered for all 


practical purposes as general practitioners. The non-specialist category includes 
junior and senior interns. 


Table 4—33 clearly indicates that the trend to specialization 
continued steadily during the last two decades. The population of Canada has 
increased between 1947 and 1961 from 12.6 million to 18.3 million or by 
45.2 per cent, while total medical manpower has increased during the same 
period by nearly 55.0 per cent. But the total specialist physicians (certified and 
non-certified) have increased by over three times. 


The number of certified specialists has risen from 3,795 in 1951 to 
7,925 in 1961, i.e., by 127.4 per cent, accounting for 37.3 per cent of the total 
doctor population in 1961 as compared with 27.0 per cent in 1951. Similarly, the 
general practitioner has shown a greater interest in specializing as the non- 
certified specialists have increased from 984 in 1951 to 2,941 in 1961. Non- 
certified specialists as a group accounted for only 7.0 per cent of the total 
physician population in 1951 as compared with 13.8 per cent in 1961. 


This trend in specialization has not been accompanied by corresponding 
gains in the number of non-specialists. 


A measure of the growth in specialist practice in Canada may also be seen 
from figures showing the number of specialist certificates granted by the Royal 
College of Physicians and Surgeons of Canada, which are presented in 
Table 4-34. 


TABLE 4-34 
SPECIALIST CERTIFICATES GRANTED BY THE R.C.P.S., 1942—1960 


Number Number of Average 


Period £ Ne ee Cumulative ieee 
° ertificates 
sl Total 
fo Dec. 2) Years Granted per Annum 
1942 — 1944....... TODO OOOO 
UG 45 FEL OA Oeste s siele clots ctelelslslers 
V9OS0 195 4 ee co oie ww cv cwisls sels 
MOS 588956) teleieleisielsislareeiareieiere 
WEY = LON 5 S4GbG6 HSH G6HS Oo 
195 90=s1 OGO Myrsvereverc ie se evereners) or 
SOLE lUaysteloiencicleteleieisiciat-lerere 


1 Includes 511 individuals certificated in more than one specialty. 


Source: A brief from the Royal College of Physicians and Surgeons of Canada, submitted to the 
Royal Commission on Health Services, February 1962, Table I, p. 28. 


The higher average number of certificates issued per annum for the period 
1945-1949 is attributable to the large number of certificates granted without 
examination in the years 1945-1947. Of the total 8,971 physicians certified 
by the R.C.P.S., 7,157 or about 80.0 per cent were in active civilian practice 
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in Canada as of Septenber 1,1961, 58 were in the Armed Forces, and 432 or 
about 5.0 per cent resided outside Canada, The remainder were retired, working 
outside specialty or deceased. The number of certified specialists resident 
outside of Canada include those from other countries who have obtained their 
training and certification in Canada and who have subsequently returned to 
their own countries, as well as those Canadians who may be undertaking further 
specialist training abroad. Thus the figure of 432 specialists residing outside 
of Canada does not indicate emigration of these specialists from Canada. 


Appendix 4-14 shows an increase in certified and non-certified specialists 
for provinces during the years 1951-1961. Among the provinces, the greatest 
number of specialists were located in Ontario, followed by the Province of 
Quebec and British Columbia, although the most striking relative increases 
between 1951 and 1961 occurred in Newfoundland and Alberta. 


Table 4-35 presents the distribution of general practitioners and certified 
specialists by provinces, showing the general practitioner-population ratio 
with the certified specialist-population ratio in 1961. 


It is noteworthy that the provincial ratios of certified specialists to total 
physicians were above the national ratio in New Brunswick, British Columbia, 
Quebec and Alberta, in that order; while this ratio was lowest in Newfoundland 
despite a relatively high increase in certified specialists in recent years. It is 
evident that the autonomous programme of certification of specialists by the 
College of Physicians and Surgeons of Quebec has played an important role in 
the supply of specialists in that province. 


It appears from this table that general practitioners accounted for about 
half of the total medical manpower in Canada in 1961. The World Health 
Organization recommended a ratio of 66.6 of general practitioners per 100,000 
population.! This ratio has been approached only in two provinces, Ontario 
and Alberta. The most unfavourable ratios prevailed in New Brunswick, Quebec 
and Newfoundland. The general practitioner-population ratios ranged from 
1:1,508 in Ontario to 1:2,588 in New Brunswick. The supply of medical services, 
as measured in terms of the general practitioner-population ratios, in the country 
as a whole and by provinces was much less favourable than it would appear 
from the national and provincial over-all physician-population ratios. On the 
other hand, the differences in the provincial general practitioner-population 
ratios were less pronounced than the differences in the provincial over-all 
physician-population ratios. 


The provinces which experienced the most favourable certified specialist- 
population ratios were British Columbia, Ontario, Quebec, Alberta and Manitoba 
in that order. It was also these provinces which has the most advantageous 
over-all physician-population ratios. The most adverse ratio prevailed in 
Newfoundland where there were over 7,000 persons per certified specialist as 


2 Expert Committee on Professional and Technical Education of Medical and Auxiliary Personnel, Re- 
port on the First Session, 1950, Technical Report Series No. 22, W.H.O., Geneva, 1950 (quoted in “The 
Location of British Columbia Physicians’? — Anderson, D.O., and Clough, A.F., the British Co- 
lumbia Medical Joumal, vol. 2, No. 9, September 1960, pp. 558—564). 
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compared with the national ratio of 1:2,288. This would suggest that in general 
the factors which influence the distribution of physicians as a whole affect the 
distribution of specialists in a similar manner. 


It would appear that if the present trend to specialization continues, the 
medical manpower in Canada in the next decade will show as many certified 
specialists as general practitioners. This trend may be, of course, modified by 
changes in economic conditions and medical education as well as by 
government policy that makes all medical services universally available which 
would result in an improved economic and professional status of a general practitioner. 


This rapid increase in specialists is not limited to Canada alone. In the 
United States in 1931, about 16.0 per cent of physicians were full-time 
specialists but by 1962 this proportion had increased to 50.0 per cent, 
including specialists in private practice, in hospital service (other than interns 
and residents), in teaching, administration, research, and preventive medicine. 
This proportion was even higher for physicians in private practice, namely, 
58.6 per cent.! Physicians in private practice are now almost equally divided 
in their choice between general practice and specialization, whereas 30 
years ago there were five general practitioners to every full-time specialist. 
Between 1940 and 1962 the number of full-time specialists in private practice 
tripled from 33,000 to 99,000 (out of 170,000 doctors in private practice). On 
the other hand, the number of general practitioners (including part-time 
specialists) decreased from 61.2 per cent of the total physicians in private 
practice in 1940 to 27.2 per cent in 1962.? 


The same trend towards specialization has been even more marked in 
Denmark, where in 1955, two-thirds of the physicians were specialists or had 
applied for specialist training.* 


e. Location of Specialists 


Since a specialist limits the scope of his practice to a narrow field it is 
necessary that he must practise in larger centres. In smaller areas the number of 
patients requiring his specific services may be too small to provide an economic 
basis for his practice, to justify the years of training, and expensive equipment he 
requires. Besides in larger centres he is near the medical schools, modern hospi- 
tals, laboratories, X-ray facilities, etc. and thus has at his disposal special diag- 
nostic and treatment facilities. It has been suggested that the least number of 
people that can fully support any specialist by providing him with sufficient work 
in his own specialty is ‘‘... in the neighbourhood of 10,000. Some types of special- 
ists require a population of 25,000 or more’’.* In smaller centres there are some 
specialists, for example, general surgeons. Others serve mainly in the capacity of 


1 Health Manpower Source Book, op.cit., Table 1, p. 3. 
2 Ibid., Table 4, p. 5. 


S Fog, M., Ugeskr. Laeg., 1955, 117, p. 863; quoted in the W,H.O, publication on ‘‘Medical Special- 
ization: A Survey of Existing Legislation’’, Geneva, 1958, p. Ss 


4 A brief from the C.M.A., British Columbia Division, submitted to the Royal Commission on Health 
Services, February 20, 1962, p. 44. 
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consultants and a relatively high proportion of their work consists of referral cases 
from the general practitioners located in rural areas and smaller cities. It is said 
that in this capacity a specialist may serve an area of 40,000 and more population. 
In larger centres, where specialists are more numerous, they directly establish 
relations with their patients without intermediary general practitioners. 


Improvements in transportation and communication have greatly increased the 
mobility of both patients and physicians, with the result that a larger proportion of 
rural and non-urban patients have access to specialists’ services than was the case 
in an earlier period. It should be pointed out that a more equitable distribution of 
specialists throughout the sparsely populated parts of the country would require 
the development and extension of hospital facilities and other ancillary services. 

It may be that group medical practice would provide a means of bringing more 
specialists to smaller communities. 


Table 4—36 presents the distribution of civilian certified specialists (R.C. 
P.S. only) by provinces and the three sizes of urban centres. 


TABLE 4-36 


DISTRIBUTION OF CERTIFIED SPECIALISTS BY PROVINCE 
AND SIZE OF URBAN CENTRE, SEPTEMBER 1, 1961 


Urban Centre Size Group Total in 
rban Centres 
Total 10,000— 25,000— 50,000 of 10,000 
Province Certified PES pid and peat and over 
Specialists Population | Population | Population Population 


Newfoundland........ 

Prince Edward Island 29 75.9 
INOVAES COLLAN ial stetetess.s 236 80.5 
New Brunswick ...... 198 157 | 79.3 
Que beChieicsiccie:s se ores 1,697 15621) |29535 
OntariOls eicisciceis ctere si< 2,912 83.6 | 2,799 | 96.1 
Manitoba... esslcreise 357 355 | 99.4 
Saskatchewan........ 293 279 | 95,2 
IN berta Betcttcletests cieies, © 508 482 | 94.9 
British Columbia..... 


eeoeeeeece 


1 Excludes Yukon and Northwest Territories. 


Source: A brief from the Royal College of Physicians and Surgeons of Canada, submitted to the 
Royal Commission on Health Services, February 1962, Table V, p. 32. 


It emerges from this table that 95.0 per cent of certified specialists 
were located in centres with population of 10,000 and over, as of September 1, 
1961. They provided specialist services directly to 58.5 per cent of the total 
Canadian population. In the three Maritime Provinces of New Brunswick, Nova 
Scotia and Prince Edward Island, the percentage of certified specialists located in 
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urban centres of 10,000 population and over was significantly less than in all other 
provinces. This is due to the fact that these provinces have fewer urban centres 

in the larger population categories and a correspondingly greater number of urban 
centres of under 10,000 population. 


A survey of physicians in the spring of 1962, conducted by the Royal 
Commission on Health Services, confirms the above conclusions with respect to 
the location of certified and non-certified specialists. According to that survey 
94.3 per cent of the reporting specialists working in private practice and 
hospitals were located in communities of 10,000 population and over. In the 
Atlantic region, however, this proportion was somewhat lower being 80.0 per cent. 
These data on a regional basis are presented in Table 4-37. 


The distribution of certified and non-certified specialists in private practice 
and hospital work by size or locality and specialty practised is shown in Table 4—38. 


This table indicates that specialists in general surgery, neurology and phy- 
chiatry, internal medicine and tuberculosis were present in a slightly higher propor- 
tion in communities of less than 10,000 population than the over-all proportion of 
specialists so located. Partly this is due to institutional work of these categories 
of specialists in mental and general hospitals. In most of other specialties, 
however, 80.0 to 90.0 per cent of the reporting specialists were located in the 
large urban areas of 50,000 population and over. 


f. Distribution by Specialty 


Appendix 4-15 shows the distribution of certified specialists by the Royal 
College of Physicians and Surgeons of Canada, the College of Physicians and 
Surgeons of the Province of Quebec and by provincial authority in the Province 
of Alberta as of September 1, 1961, for provinces and Canada. The major clinical 
specialties of Internal Medicine, General Surgery, and Obstetrics and Gynaecology 
constituted 47.5 per cent of the total active civilian certified specialists. Paedia- 
trics, Neurology and Psychiatry, and Ophthalmology and Otolaryngology comprised 
23.3 per cent of the total, while the supportive specialty services, Anaesthesia, 
Radiology and Pathology, accounted for an additional 18.8 per cent. Specialists 
certified in Public Health constituted only 1.9 per cent. The remaining 8.5 per cent 
of the total is made up of those certified in the other medical and surgical clinical 
sub-specialties. 


The distribution of active civilian certified and non-certified specialists, by 
specialty practised in 1961, for regions and Canada is shown in Table 4—39. 


It is apparent from this table that 45.0 per cent of physicians in specialist 
work in the country as a whole were engaged in the specialties of Internal Medicine, 
General Surgery and Obstetrics and Gynaegology. Regional variations in this 
category of specialists were not extensive ranging from 43.2 per cent in British 
Columbia to 48.2 in the Province of Quebec. Those engaged in Paediatrics, 
Neurology and Psychiatry, and Ophthalmology and Otolaryngology comprised 20.4 
per cent of the total civilian specialists. Again regional differences were 
insignificant as this proportion ranged from 19.5 per cent in Quebec to 21.3 per 
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cent in the Atlantic Provinces. The supportive specialty services, Anaesthesia, 
Radiology and Pathology accounted for 17.2 per cent of the total civilian 
specialists in the country. Regional variations in this category of specialists 
ranged from 16.3 per cent in the Province of Quebec to 19.0 per cent in British 
Columbia. 


Table 4—39 indicates a particularly high degree of non-certified 
specialization in Public Health, Internal Medicine, General Surgery, Psychiatry 
(physicians working in mental hospitals) and Obstetrics and Gynaecology. 


Comparison of non-certified specialists with the total specialists shows 
that approximately one-third of the civilian specialists in the Atlantic region and 
the Prairie Provinces were non-certified, while Quebec and British Columbia had the 
relatively high proportion of four-fifths of their civilian certified specialists. 


In Appendix 4-16, the ratio of some specialists to regional population is 
compared with the empirical estimates of medical requirements made by the World 
Health Organization in 1950. The same analysis for the country as a whole is 
presented in Table 4—40, 


The specialist distribution, in the country as a whole, by service was, in 
general, at the recommended W.H.O. standard in such specialties as General 
Surgery, Obstetrics and Gynaecology, Paediatrics, Dermatology, Orthopaedic 
Surgery and Urology. In other specialties such as Internal Medicine, Psychiatry, 
Pathology and Radiology, however, there were too many doctors, while in Ophthal- 
mology and Otolaryngology there were not enough specialists. It should be pointed 
out, however, that the W.H.O. recommended standard may not be exactly applicable 
to the Canadian conditions because of the long geographic distances and wide- 
spread distribution of population and hence the real difficulty in determining the 
number of specialists required to meet adequately the needs of our population for 
specialist care. 


The Royal College of Physicians and Surgeons of Canada stated that short- 
ages exist in the following specialties: Anaesthesia, Bacteriology, Dermatology, 
Ophthalmology, Otolaryngology, Obstetrics and Gynaecology, Pathology, Paediatrics, 
Physical Medicine and Rehabilitation, Psychiatry, and Diagnostic and Therapeutic 
Radiology. The extent of these shortages varies between different provinces.’ The 
same source indicated that the percentage of certified specialists in the upper age 
groups was much higher in such specialties as Bacteriology, Ophthalmology, 
Otolaryngology and Public Health than for the specialist group as a whole. It was 
also the case that there has been a decline in the average annual entry to these 
specialties. Consequently, a worsening of the already critical shortage in these 
fields may be anticipated in the years ahead. 


An examination of Appendix 4-16 would suggest that in the Atlantic Provinces 
shortages existed in such specialties as Ophthalmology and Otolaryngology, Obstet- 
tics and Gynaecology, Paediatrics, Urology and Dermatology. In Prince Edward 
Island, it has been reported, there were no specialists in Neurology, Neurosurgery and 


1 A brief from the Royal College of Physicians and Surgeons of Canada, submitted to the Royal Com- 
mission on Health Services, February 1962, p. 37. 
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TABLE 4-39 


NUMBER AND PERCENTAGE DISTRIBUTION OF ACTIVE CIVILIAN SPECIALIST PHYSICIANS, 
CERTIFIED AND NON-CERTIFIED, BY SPECIALTY PRACTISED, 
FOR REGIONS AND CANADA, 1961 


Atlantic Provinces Quebec Ontario 
Specialty Per Per I Per 
Practised k Non- Cent Non- Cent Non- Cent 
erts Cert,| Tot. of Re- | Cert. |Cert.; Tots | of Re-| Cert. | Cert, | Tots | of Re- 
iL : gion gion | IL i gion 
Medical Specialties | 
Internal Medicine?.......| 70 | 37 |107]| 13.4 513 |176 | 689 | 22.0 472 215 687 | 16.9 
Anaesthesia ...ccceces| 42 17 59 7.4 191 56 247 7.9 247 91 338 8.3 
Dermatology & Syphilology 4 1 5 0.6 40 Zh 47 Lee 53 13 66 1.6 
Paediatrics «++++seseeee+] 29 9 38 4.8 165 28 193 6.2 219 45 264 ORS 
Physicial Medicine & | 
Rehabilitation ......../ 3] — 3 0.4 11 |) — 11 0.4 11 - 11 0.3 
eublichhealthivan cieveleie elec o 60 69 8.7 59 95 154 4.9 38 205 243 6.0 
Surgical Specialties 
General Surgery.......-./160 | 33 | 193 24,2 461 67 528 16.7 631 135 766 18.8 
Neurosurgery....eccsceeee| 3 - 3 0.4 20 - 20 0.6 15 - 15 0.4 
Orthopaedic Surgery......| 12 3 15 1.9 83 6 89 2.8 54 12 | 66 1.6 
Plastic Surgery .........| — — — - | 14 — 14 0.4 13 = | 13; 0.3 
Thoracic Surgery-...-+-.| 3 | — 3 0.4 6| — 6 0.2 3 =: | 3 0,1 
Urology ssc cece cose ee| 10 2 12 1.5 52 1 53 Ag 61 4 65 1.6 
Medical Specialties- 
Complexes 
Neurology & Psychiatry 
Newnologyie tmiitenie cian | Su aS 0.4 DG = 25 0.8 16 - 16 0.4 
Psy Chiditrymieisielclesie/sis 01s) 41/130 - 35 4.4 138 - 138 4.4 212 — 212 5.2 
Neurology & Psychiatry... 45/422 26 323 15 31 46 1,5 18 76 94 2408) 
Pathology & Bacteriology 
Bacteriology vs cieieiersisie.« ls: 1 — 1 0.1 28 - 28 0.9 17 = 17 0.4 
Pathology jeri): clcrerciersteneioy| (el aol m= 14 1.8 46 | — 46 135 66 - 66 1,6 
Pathology & Bacteriology PG 18 223 16 19 35 1,1 33 42 75 1.8 
Radiology | 
Disigenosticurrctesisehererers sre) oe - 22 2.8 41 - 41 1.3 116 - 116 2.9 
Mherape utiCrnreels\elstetsl corel > - 5 0.6 5 - 5 0.2 19 - 19 0.5 
Diagnostic & Therapeutic 15 7 22 2.8 98 8 106 3.4 59 21 80 2.0 
Surgical Specialties- 
Complexes 
Obstetrics & Gynaecology 
Gynaecology --++++e.20..) = —- - - 26 = 26 0.8 2 -_ 2 - 
Opstetricsicr. cove) sols alee sl - - = 59 - 59 1.9 12 - 12 0.3 
Obstetrics & Gynaecology | 31 | 29 60 ae 131 81 212 6.8 278 100 378 9.3 
Ophthalmology & 
Otolaryngology 
Ophthalmology tac cise sels eta 1.9 72 - 72 2.3 106 - 106 2.6 
Otolaryngology .........| 10 - 10 1URS} 93 _ 93 BAO} 93 _ 93 PS 
Ophthalmology & 
Otolaryngology........| 26 | 15 41 Se) 35 7 42 T53 48 21 69 ey / 
Industrial Medicine? .....| — | 15 | 15 1,9 — | 109] 109 355 = 174 174 4.3 
Total .........2.../528 |266 | 794] 100.0 | 2,443 691 | 3,134 | 100.0 | 2,912 | 1,154 | 4,066 | 100.0 
Per Cent of Total... 7.3 28.8 37.4 
=k ui 
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Prairie Provinces British Columbia Canada® 
p Per Per i Per 
Specialty Practised None Gent None Gent None Cent 
Cert. Gere Tot. | of Re- [Cette Cert. Tots’ | of Re. | Cert. Gack Tot. of Re- 
+ gion | gion gion 
Medical Specialties 
Internal Medicine’ .... 195| 74 269; 15.1 | 129 41 170 155300 15379 543 1,922 17.8 
Anaesthesia ..eereees 106| 49 155 8.8 87 14 101 9.2 673 227 900 8.3 
Dermatology & 

Syphilology ....... 1Si ery 24 1.4 16 4 20 1.8 126 36 162 1.4 
Paediatrics ..eecsees 86| 20 106 6.0 53 11 64 5.8 552 113 665 6.1 
Physical Medicine 

& Rehabilitation.... - 5 0.3 5 - 5 0.5 35 - 35 0.3 
Public Health ...+... 21) 124 145 8.2 23 50 73 6.6 150 534 684 6.3 
Surgical Specialties 
General Surgery ...... 235) 91 326, 18.4 | 181 28. 209 18.8 | 1,668 354 2,022 18.7 
Neurosurgery «..+eee-. 14); — 14 0.8 9 - 9 0.8 61 - 61 0.6 
Orthopaedic Surgery .. 43) 12 55 3.1 29 1 30 EY | 221 34 255 2.3 
Plastic Surgery ...... 6; — 6 0.3 2 - 2 0.2 35 - 35 0.3 
Thoracic Surgery ..... 6; — 6 0.3 1 - 1 0.1 19 - 19 0.2 
Urology sscecsjceccenc 33 2 35 2.0 29 3 32 2.9 185 2 197 1.8 
Medical Specialties — 

Complexes 
Neurology & Psychiatry 
Neurology «cccccccoes 5) —- 5 0.3 5 - 3 0.5 54 - 54 0.5 
Psychiatry <ces0s «re 74) — 74 4.2 46 a 46 4.2 505 - 505 4.6 
Neurology & Psychiatry Syl ae! 54 Sel 6 14 20 1.8 46 194 240 22 
Pathology & 

Bacteriology 
Bacteriology «.-.eeses 5; —- 5 0.3 5 = 5 0.5 56 - 56 0.5 
Pathology ..ceccccees 38) — 38 Zl 14 - 14 1.3 178 - 178 1.6 
Pathology & 

Bacteriology «..++. fl ey 29 1.6 7 13 20 1.8 65 112 177 1.6 
Radiology 
Diagnostic sesecccees 47| —- 47 267 37, _ 37; 3.4 263 - 263 2.4 
Therapeutic .eeeeeees 14) —- 14 0.8 5 - 5 0.5 48 = 48 0.4 
Diagnostic & 

Therapeutic ....... 18) 12 30 17 20 5 25 Zee 210 53 263 2.4 
Surgical Specialties — 

Complexes 
Obstetrics & 

Gynaecology 
Gynaecology «..e+eees ea - - - - - - - 28 — 28 0.3 
Obstetrics ..cccceses 1] —- 1 0.1 - - _ - 72 - 72 0.7 
Obstetrics & 

Gynaecology ...e+- 106| 66 172 9.7 70 31 101 9.1 616 307 923 8.5 
Ophthalmology & 

Otolaryngology 
Ophthalmology ....++. 48; — 48 2.7 48 = 48 4.4 284 - 289 2.7 
Otolaryngology ...... 27| — aa 1.5 24 - 24 22 247 - 247 2.3 
Ophthalmology — 

Otolaryngology .... 23| 24 47 Zor 12 5 17 1.5 144 72 216 2.0 
Industrial Medicine? .. - 32 32 1.8 - 20 20 1.8 = 350 350 Sez 

Total ........+.-| 1,179|590 | 1,769] 100.0 | 863] 240] 1,103] 100.0 | 7,925 | 2,941] 10,866 | 100.0 
Per Cent of Total 16,3 L 10,2 


1 Non-certified internal medicine also includes physical medicine. 
2 Not included in certified specialties. 


3 Excludes Yukon and Northwest Territories. 


Source: Submission to the Royal Commission on Health Services by the Royal College of Physicians and 


urgeons of Canada, February, 1962, Appendix I, 
for non-certified specialists taken from Canadian Mailings Limited, 1961. 


Table 2 provides data for certified specialists, Data 


168 ROYAL COMMISSION ON HEALTH SERVICES 


TABLE 4-40 
RATIOS OF SPECIALISTS PER 100,000 POPULATION,CANADA,' 1961 


‘ 1961 Canadian 
W.H.O. 1961 Canadian | Certified and 
Recommended Coed Non-certified 
Specialty Ratio per prectaist Specialist 
100,000 Rea tiopey Ratio per 
Population® MELD 100,000 
Population» Bopatatiene 
General"Surgery wiles serene se ees 10.0 9.16 11.10 
Ophthalmology and Otolaryngology .. 6.6 3.74 4.13 
Obstetrics and Gynaecology ........ 5.0 3.93 5.62 
Internal Medicine J. icsm...<0ssacce 3.3 : 7.58 10.56? 
Paediatrics. Gras ilsetiuererras eotenerr ee 333 3.03 3.65 
RAdLOlO SY tone estave cketstera sere iaiel ete eel ie fe Wez/ 2.86 3.15 
Wrologymerate a ete sus chests oleic ereqencrarceeace te 1.6 1.02 1.08 
Pathology crtsere ciate re rie ore oe 1.0 1.34 1.953 
Orthopaedic! Surgeryas. deere | 1.0 Wert 1.40 
Dermatologvarngn arses sic eer er: 1.0 0.69 0.89 
Paychiatty sesseeeiseseeeeeees| 1.0 3.03 ral 4.09% 


Excludes Yukon and Northwest Territories. 

Includes non-certified physical medicine. 

Includes non-certified bacteriologists. 

4 Includes non-certified neurologists and psychiatrists. 


Sources: 4 Adapted Services are calculated at the rate of 2,000 hours per annum. Expert Committee 
on Professional and Technical Education of Medical and Auxiliary Personnel, Report 
on the First Session, 1950, Technical Report Series No. 22, World Health Organization, 
Geneva, 1950 (quoted in ‘‘The Location of British Columbia Physicians’’ — Anderson, 
D.O., and Clough, A.F., Department of Preventive Medicine, University of British 
Columbia, The British Columbia Medical Joumal, vol. 2, No. 9, September 1960, 
pp. 558—564), 


A brief from the Royal College of Physicians and Surgeons of Canada, submitted to the 
Royal Commission on Health Services, February 1962, Appendix I, Table 2. 


© Non-certified specialist, Canadian Mailings Limited, 1961, Toronto. 


Cardiovascular Surgery. In these cases the patients are referred to Halifax and 
other places.’ In the Provinces of Ontario and Quebec shortages existed in Ophthal- 
mology and Otolaryngology and Urology. In the Prairie Provinces as a whole there 
were not enough specialists in Ophthalmology and Otolaryngology, Urology and 
Dermatology. It has been stated that in Alberta, the specialties of Psychiatry, 
Physiatry and Pathology were the three in which there were deficiencies.? Manitoba 
indicated a need for additional psychiatrists, radiologists and pathologists.? In 


1 A brief from the Medical Society of Prince Edward Island, submitted to the Royal Commission on 
Health Services, November 7, 1961, 


2A brief from the College of Physicians and Surgeons, Province of Alberta; the Canadian Medical 
Association, Alberta Division and the Faculty of Medicine, University of Alberta, submitted to the 
Royal Commission on Health Services, February 13, 1962, p. 11, 


3A brief from the Manitoba Medical Association, submitted to the Royal Commission on Health Ser- 
vices, January 16, 1962, p. A 2, 
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the Province of Saskatchewan there were shortages of pathologists, ophthalmologists, 
psychiatrists and specialists in Rehabilitation Medicine.’ Finally, in British Columbia 
there was a shortage of specialists in Ophthalmology and Otolaryngology, and it has 
been suggested that there was a need for pathologists and physicians in the field of 
occupational health.’ 


Another method to indicate regional maldistribution of specialists and to assess 
deficiencies in particular specialties is to compare regional certified and non-certified 
specialist-population ratios with the similar national ratios. These ratios are shown 
in Appendix 4-17, 


In the Atlantic Provinces these ratios were below the Canadian average ratios 
in the following major specialties: Internal Medicine, Anaesthesia, Dermatology, 
Paediatrics, Neurosurgery, Urology, Obstetrics and Gynaecology. In the Province 
of Quebec the more important shortages were in Public Health, Neurology and Psy- 
chiatry, Obstetrics and Gynaecology. As for Ontario these ratios would suggest a 
need for specialists in Neurosurgery and Radiology, while in the Prairie Provinces, 
as a whole, there existed shortages of specialists in Physical Medicine and 
Rehabilitation, Neurology and Radiology. Finally British Columbia indicated a 
need for specialists in Plastic and Thoracic Surgery, Ophthalmology and Otolaryn- 
gology. 


Appendix 4-18 gives a distribution of the reporting specialists, by type of 
work and specialty practised, for the country as a whole. In private practice the 
major fields of specialist concentration were in General Surgery, Internal Medicine, 
Anaesthesia, Obstetrics and Gynaecology, Ophthalmology and Otolaryngology and 
Paediatrics, while in hospital work the specialties mainly represented were Radio- 
logy, Neurology and Psychiatry, Pathology and Bacteriology, and Internal Medicine 
(tuberculosis). A similar pattern of distribution, by type of work and specialty 
practised, emerges from Appendix 4-19, which gives the same data with respect to 
immigrant civilian specialists. One-third of the reporting immigrant specialists 
were working in hospitals as compared with one-fifth of all the reporting spe- 
cialists in the country. 


1 A brief from the College of Medicine, University of Saskatchewan, submitted to the Royal Commis- 


sion on Health Services, January 25, 1962, p. 31. 


? A brief from the Canadian Medical Association, B.C. Division, submitted to the Royal Commission 


on Health Services, February 20, 1962, p. 45. 
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CHAPTER V 


Demand for Medical Services 


The first part of this chapter is an analysis of the patterns of service of 
doctors in private practice, based on the statistical information drawn from the 
replies of the doctors to the Questionnaire on Medical Practice, conducted by 
the Royal Commission on Health Services in the spring of 1962. This analysis 
includes a brief discussion of the factors affecting doctors’ efficiency, and the 
significance of patient—visit loads of doctors, which is followed by a descrip- 
tion of work-patterns of general practitioners, specialists and consultants 
engaged in private practice. Patient-visit loads are also related to years of 
practice and the size of the community in which practice is located. The nature 
of medical services provided is examined with respect to type of major work of 
physicians. Finally, the size of practice and number of patients under treatment 
of self-employed general practitioners are analysed. 


The next part deals with the demand for medical services and the factors 
affecting it. An attempt is made to calculate the effective demand for services 
of physicians in private practice. 


The last section of this chapter is concerned with the trends in employment 
of doctors in hospitals, industry, medical schools, public health, armed forces 
and life insurance companies. 


Accurate measurement of work of physicians is essential to an understanding 
of the nature of the activities and efficiency of medical practitioners. Such 
information is valuable in establishing quantitative criteria to determine the 
availability of medical services in relation to the effective demand and to the 
needs for them by the community. 


1. Patterns of Service in Private Practice 


a. Doctor’s Efficiency 


Progress in medical technology, improved diagnostic equipment, a greater 
use of paramedical personnel, the telephone, better transportation, greater 
concentration of patients and medical and hospital facilities in urban areas, 
more efficient organization of practice, and other factors enable doctors to see 
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more patients and to treat them more rapidly than in the past. A doctor’s 
efficiency is measured by the quality of his service and by the number of patients 
he is able to see and treat per day, week or year. 


Can doctors continue to increase their efficiency to an extent which will 
make possible substantially larger patient loads in private practice and thus 
reduce the urgency of increasing the present supply of doctors? This is not 
likely according to authoritative opinions. ‘‘Continued improvement in physician 
productivity, however, will probably be more difficult to achieve in the future. 
Such individual efficiency factors as reduction in travel time, in home visits, and 
in time per patient, have probably been pushed as far as they can go without 
serious ill effects’’.! In fact, it has been suggested, that there is not likely to 
be any more progress in this direction. ‘‘The pressures, rather, are building in 
in the opposite direction. Hopes for the development of programmes for the home 
care of the aged and other efforts to deemphasize institutional care of the ill, 
rest on the possibility of more medical service to patients in the home.’”? 
Perhaps, the major remaining areas for increasing physician productivity lie in 
a more rational organization of medical practice, more mechanical diagnostic and 
treatme nt equipment, more institutional health facilities, and greater use of the 
paramedical personnel, which can be trained more cheaply and quickly than 
doctors. But even allowing for these factors to improve somewhat the efficiency 
of doctors in the future, it is unlikely that they alone will be able to offset the 
anticipated shortage in the supply of physicians. 


b. Significance of Patient-visit Loads of Physicians* 


The size of patient-visit loads per doctor is an important and useful index 
for measuring the extent to which physicians are able to meet the demand for 
medical services. A patient load of physicians is said to be ‘‘...a function of 
both the supply of physicians and the demand made upon them’’.” In general, the 
number of patients seen by the doctors in a given unit of time depends on three 
main variables, namely, the number of persons who demand medical services, the 
volume of services they actually require and the physicians’ efficiency in 
supplying those services. 


Naturally, the physicians differ in the amount of patient-visit loads because 
of the differences in age or duration of practice, location of practice, nature of 


Somers, Herman Miles, and Somers, Anne Ramsay, Doctors, Patients, and Health Insurance, The 
Brookings Institution, Washington D.C., 1961, p. 127. 


U.S. Department of Health, Education, and Welfare, Public Health Service, Physicians for a Growing 
America, A Report of the Surgeon General’s Consultant Group on Medical Education, 1959, p. 11. 


Somers, Herman Miles, and Somers, Anne Ramsay, op. cit., pp. 127-128. 


References: Ciocco, Antonio, and Altman, Isidore, ‘‘The Patient Load of Physicians in Private 
Practice — A comparative Statistical Study of Three Areas’’, U.S. Public Health Reports, vol. 58, 
September 3, 1943, pp. 1329-51; Ciocco, Antonio, Altman, Isidore, and Truan, T. David. ‘‘Patient 
Load and Volume of Medical Services’’, U.S. Public Health Reports, vol. 67, June 1952, pp. 527—34; 
and Ciocco, Antonio, and Altman, Isidore, ‘‘Statistics on the Patient Load of Physicians in Private 
Practice’’, The Journal of the A.M.A., vol. 121, February 13, 1943, pp. 506—13. 


Ciocco, Antonio, and Altman, Isidore, ‘‘The Patient Load of Physicians in Private Practice’’. op. 
cit., p. 1345, 
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work or the specific characteristics of the individual physician, Consequently, 
the physician-population ratio in a given area or region is only a rough measure 
of the availability of medical care and the volume of services provided. It has 
been said that the small correlation between patient-visit loads and the number 
of physicians reflects the absence of association between patient-visit 

loads and per capita income in particular areas or regions. Low patient-visit 
loads are evidently found in both wealthy and poor areas because the rich areas 
tend to have a large number of physicians while in poor areas there is a relative- 
ly low demand for medical services for economic reasons.' However, the number 
of doctors indicate the medical personnel potentially available, while 
patient-visit loads of physicians measure the degree of activity of these doctors. 
The two together are necessary in order’’... to obtain a measure of service 
actually received and should constitute the basis for appraising the effective 
demand to be expected from a population’’.? Hence it is necessary to analyse the 
factors which are related to the size of the patient-visit loads and to examine the 
relationship between them and the supply of physicians, as utilization of the full 
working capacities of physicians may be achieved at different levels of ratio 

of physicians to population. 


Data on the patient-visit loads of physicians provide also a direct approach 
to arriving at a measure of the demand for medical services, if it is assumed 
that this effective demand does not exceed the ability of the physicians to meet 
it. It is possible to estimate the total volume of services rendered by private 
practitioners in a year expressed in terms of patient-visit loads. The latter may 
be related to the actual size of population served by doctors in order to 
measure the actual demand, but not the need, for medical services provided by 
private practitioners. 


Total volume of services rendered by doctors may also be reduced to a per 
capita basis of population, which may be used for purposes of comparison of 
demand for services on a regional basis as well as for calculating future 
requirements for medical manpower. 


c. Work-Patterns of General Practitioners, Specialists and Consultants 


Table 5—1 illustrates weekly average services, in terms of patient-visit 
per doctor and work-hours per doctor, of general practitioners, specialists and 
consultants and a percentage distribution of patient-visit loads and work-hours 
by type of activity. In computing weekly average services an allowance of five 
per cent was made on account of seasonal variations as the utilization of medical 
sercives reported by the doctors was probably greater in the early spring of 1962 
than in other seasons of the calendar year. 


This table indicates some differences in the average weekly 
patient-visit loads and in the weekly work-hours of general practitioners, speci- 
alists and consultants. The average working week of the reporting general 


1 Ciocco, Antonio, et al., ‘‘Patient Load and Volume of Medical Services’’, op cit., p. 530. 


2 Ibid.,pp. 530-531, 
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TABLE 5-1 


AVERAGE WEEKLY SERVICES OF PHYSICIANS IN PRIVATE PRACTICE, 
BY TYPE OF MAJOR WORK AND ACTIVITY, CANADA, 1962 


General a) ae 
Type of activity Practitioner Specialist Consultant 
Number of reporting doctors ...........-2000- 3.833 2.936 578 
Office calls 
Per cent of total patients ......... Bdrm colt 59.2 45.7 SR” 
Per cent ofitotal hours) sci. otelsis) slelaholaisielele 50,0 40.5 SSau 
PTMEBDSE PALLE Nt. ya eVelalere olaleneteleleletetelsneler elev ele 0:16 0:22 0:26 
Hospital calls 
Percent of total patients). 5 sccictesiieoicrs slereloreie 24.4 45.8 60.5 
Per cent of total hours,.............00- Sete BUSY 39.1 44.9 
(himespern patient: cies = icicie c/elonctenstsietoleleionetsienene Or17 0:21 0:21 
Home visits: 
Day 
Per cent of total patients ............... iS 4.6 0.7 
Pericent of total shours wcssielstetets eros else : NIP? 4.8 0.9 
‘himes perupatienitey, cietelenesstereioketenons NaDD COG 0:30 0:26 0:35 
Night 
Per cent of total patients ............... 2.8 0.6 0.0 
Per cent of total hours ..............- us 6.0 2.1 0.9 
Time y per patient secareiteleeieiskeletekstehel here enciare 0:42 1:20 _ 
Teaching and/or research 
Perscentiof total hours “tac. sreterene) svereteielols ols 0.6 5.8 8.8 
Other activities! 
Per cent of total patients ............. SOO DIS 3.3 3.6 
Percent, of total ours wechersie sleierele cisicicielecoue)'e 4.5 Heth 11.4 
Time per patient. ..>...+ «+s. AS DROS 0:37 0:58 1:29 
Weekly number of patient-visits per doctor .... 159 104 94 
Weekly hours per doctor ...........-.0-- nga 51:34 42:42 44:03 


“lt 


1 Includes such activities as work at clinics, preparation of medical papers, attendance at medical 
meetings, telephone consultations, work connected with medical insurance, etc. 


Source: Questionnaire on Medical Practice, 1962, Royal Commission on Health Services. 


practitioners was 52 hours and the corresponding figures for specialists and 
consultants were 43 and 44 hours respectively. According to an American 
source, the average working week of physicians in private practice in the United 
States in 1956 was 60 hours.! A survey of general practitioners conducted in 
British Columbia indicated that the average general practitioner works about 

62 hours per week.’ 


1 Medical Economics, February 1957, p. 116, quoted in Somers, H.M., and Somers, A.R., ‘‘Doctors, 
Patients, and Health Insurance’’, 1961, footnote p. 49, 


2 A brief from the Canadian Medical AsSociation, B.C. Division, submitted to the Royal Commission 
on Health Services, February 20, 1962, p. G.P.—2; time ‘‘on call’’ was not included in the estimate 
of the hours worked per week. 
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General practitioners used half their working time for attending patients 
at office as compared with two-fifths for specialists and one-third for 
consultants. On the other hand, general practitioners used only one-quarter 
of their working week for hospital calls as compared with two-fifths for 
specialists and consultants. About one-quarter of the working week of general 
practitioners was used for attending patients at home, while specialists and 
consultants gave insignificant proportions of their time for this type of activity. 
In addition to the above activities, physicians also spent some time on routine 
work such as keeping medical records, filling in forms, office supervision, 
telephone consultations, medical insurance, hospital committees, medical society 
meetings, etc. 


The average time a general practitioner attended a patient in his office 
amounted to 16 minutes as compared with 22 and 26 minutes per patient for 
specialists and consultants respectively. The average time per patient-visit 
at home by a general practitioner lasted about half an hour. The type of patient 
who in the past needed many hours of close attention in his home is now, in 
most cases, sent to the hospital and consequently there is less waste of the doctor’s 
time for transportation purposes, to see patients separately in their homes. 


A patient-visit load of the typical general practitioner was 159 per week. 
This load amongst physicians who limit their practice to special fields of 
medicine was somewhat lower being 104 patient-visits per week. The corresponding 
figure for consultants was 94. It has been stated that in the United States thirty 
years ago the average physician saw about 50 patients a week as compared with 
125-165 patients per general practitioner in 1955,! The B.C. survey indicated 
that the average general practitioner in each working day sees 18—20 patients 
in his office, 2 patients at home, and 4—9 patients (including operations) in 
hospital.? This latter statistical information is in agreement with the survey 
data obtained by the Royal Commission on Health Services, which also indicated that 
on the average, a general practitioner saw 16—20 patients in his office, 6—8 
patients in hospital, and 1—4 patients at home. Percentage distribution of weekly 
patient-visit loads and weekly work-hours of physicians, by day of the week and 
type of major work, is shown in Table 5-2. 


It appears that physicians reported having more work from Monday to Friday 
inclusive. Some doctors naturally were also busy during week-ends though less 
than during other days of the week. 


Other differences between general practitioners and specialists and consul- 
tants were observed with regard to the relationship of office, hospital and home 
calls to total calls. Until a few decades ago a large proportion of patients were 
attended by physicians in their homes. It has been reported that as late as 
1928-1931 in the United States about 40.0 per cent of out-patient visits were 
made in the home.? According to the data in Table 5—1, only 14.1 per cent of 


1 Somers, H.M., and Somers, A.R., op.cits, p. 49. 
2 Brief from B.C. Division, C.M.A., op.cit., pe GeP.—2. 
: Somers, H.M. and Somers, A.R., op.cit., p. 48. 
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TABLE 5-2 


PERCENTAGE DISTRIBUTION OF WEEKLY PATIENT—VISIT LOADS 
AND WEEKLY WORK—HOURS OF PHYSICIANS, BY DAY OF WEEK 
AND TYPE OF MAJOR WORK, CANADA, SPRING 1962 


General Practitioner Specialist Consultant 


Per cent of Per cent of 


Day of Week 
ite weekly 
patient- mone 
visit 


hours 
load 


eooceeceeeooe 


evoececeoeeceee 


eoeeeee 


ececeeeeee 


Source: Questionnaire on Medical Practice, 1962, Royal Commission on Health Services. 


the weekly patient-visit load of the reporting general practitioner in Canada was 
home calls. The corresponding percentages for specialists and consultants were 
5.2 and 0.7 respectively. About 60.0 per cent of the weekly patient-visit load of 
general practitioners was made at doctor’s office. The corresponding percentages 
for specialists and consultants were 46.0 and 35.0 respectively. Out-patient 
hospital calls amounted to 24.4 per cent of the weekly patient-visit load of 
general practitioners and 45.8 and 60.5 per cent for specialists and consultants 
respectively. Other activities of physicians accounted for about 3.0 per cent 

of the weekly patient-visit loads. In recent decades, there has been a trend 
towards the increased utilization of hospitals by private medical practitioners 
because of superior facilities,equipementand paramedical personnel in hospitals 
and also because family nursing care has decreasingly become available. 
‘‘Moreover, hospitalization of his patients conserves the time of the practising 
physician. As demands for physician services have increased, home visits have 
dropped off and both office and hospital visits have increased.’’* A somewhat 
similar pattern of the distribution of patient-calls prevailed in the United States. 
According to the 1957 National Health Survey only 8.0 per cent were home calls, 
68.0 per cent were made at doctor’s office, 13.0 per cent out-patient clinic visits 
and 11.0 per cent other calls.’ 


Appendix 5—1 shows average weekly services of specialists in private 
practice, by type of activity, in terms of patient-visit loads and doctor’s working 
time, for some major specialties. These data are sepatated for specialists in 


PRUESS Department of Health, Education, and Welfare, Public Health Service, Physicians for a Growing 
America, a Report of the Surgeon General’s Consultant Group on Medical Education, 1959, p. 8. 


2 Somers, H.M., and Somers, A.R., op.cit., p. 48. 
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solo and partnership or group practice respectively. In general, a weekly 
patient-visit load of specialists in partnership or group practice was higher than 
that of solo specialists. Specialists in dermatology, obstetrics and gynaecology, 
orthopaedic surgery, general surgery and paediatrics see more patients than 
other specialists. 


Appendix 5—2 provides statistical information on the average weekly patient- 
visit load of reporting general practitioners by type of activity and method 
of medical practice organization. The larger weekly patient-visit loads of 
general practitioners operating under partnership or group practice arrangement 
suggest superior efficiency of these types of practice over a solo practice though 
the average working week of a general practitioner in solo practice appears 
somewhat lower than that of general practitioners working under these other 
arrangements. 


d. Years of Practice and Patient-visit Loads 


The volume of service performed by a physician in private practice 
varies naturally with his age or years of practice. In general, the activity of 
an average medical practitioner reaches a peak in the age interval between 30 
and 35 and continues on a plateau for the next twenty years. After that a doctor 
faces, with advancing years, a continuous decline in patient-visit load which 
is closely connected with his capacity to work. Another generalization applies 
to the practice of a young doctor, which undergoes an initial process of building 
up when he has fewer patients than he could handle, until he has made a 
reputation for himself and gained the confidence of his community. 


Table 5—3 illustrates the above general observations with respect to 
general practitioners, specialists and consultants in private practice in Canada. 


The patterns of patient-visit loads, based on years of practice, of general 
practitioners, specialists and consultants are very similar to those of their 
earnings, also based on the same criterion, as shown in Table 6—9. On the 
assumption that a general practitioner begins to practise around the age of 25, 
it can be seen from the foregoing table that he will maintain his peak of weakly 
patient-visit load of about 170 as well as that of his earnings until the age of 
50—55 years, while a specialist begins to practice around the age of 30 and will 
maintain his peak of weekly average patient-visit load of 110 and of income until 
the age of approximately 50 years. 


The differences in the patient-visit loads of physicians of the several age 
groups may be of some significance in considering the problem of meeting the 
demand for medical services at a local community level since the physicians in 
predominantly rural areas are believed to be somewhat older than those located 
in urban centres. 


There are apparently not only differences with regard to patient-visit loads 
but also in weekly working time and in office working time of physicians. In 
general, the proportion of the working week of general practitioners spent on 
office calls tends to increase slightly with age, while that spent on hospital 
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calls tends to decrease with age. The same observations apply to specialists 
and consultants in private practice. The younger physicians see greater numbers 
of patients and also see more patients in a given unit of time than do the older 
doctors. There is definite decline in the length of the working week with 
advancing age of all types of doctors. 


TABLE 5-4 
AVERAGE WEEKLY SERVICES OF GENERAL 
PRACTITIONERS IN PRIVATE PRACTICE, 


BY SIZE OF CENTRE IN WHICH LOCATED AND 
TYPE OF ACTIVITY, CANADA, 1962 


Size of centre in which located 


Less than 
10,000 
population 


10,000 
49,999 
population 


50,000 
population 
and over 


Number of doctors reporting. ......ccccceccee 1,499 1,835 
Office calls 
Per cent of total patients. ......eceesseeee 58.0 61.0 
Per cent of total hours ......-.ccceccccees 49.8 50.9 
Time per patient ..... Socata dd oacc So8DOC 0:16 0:17 
Hospital calls 
Per cent of total patients .......eeeeeeseee 28.0 19.5 
Per cent of total hours ........cccccccrees 23.7 18.1 
Time per patient ........ccccescssscvcces 0:16 0:19 
Home visits: 
Day 
Per cent of total patients.......-.esceee 10.3 12.7 
Per cent of total hours.......-ccccceces 15.7 19,3 
Time per patient .......ccccceeessecees 0:29 0:31 
Night 
Per cent of total patients.......c2eccsees 2.8 2.9 
Per cent of total hours .........ee-ceees 6.2 6.1 
Time per patient ......-cceccccescrccce 0:42 0:42 
Teaching and/or research 
Per cent of total hours ........e.ccccscees 0.6 0.6 
Other activities! 
Per cent of total patientS......--ccececcees 0.9 3.9 
Per cent of total hours..... Mi tauchorckohoneteLexcr ons 4.0 5.0 
Time per patient ......cccccccccsccccscee 1322 0:26 
Weekly number of patient-visits per doctor.... 160 153 
Weekly hours per doctor......-.cccccccscees 51:12 51:45 


1 Includes such activities as work at clinics, preparation of medical papers, attendance at metical 
meetings, telephone consultation, work connected with medical insurance, etc. 


Source: Questionnaire on Medical Practice, 1962, Royal Commission on Health Services. 
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e. Size of Community and Patient-visit;Loads of General Practitioners 


Table 5—4 provides information on average weekly services, by type of 
activity, supplied by reporting general practitioners in private practice in 
various sizes of community in which their practices were located. 


Table 5—4 indicates that general practitioners in large urban 
centres of 50,000 population and over had lower patient-visit loads than those 
practising in urban centres of 10,000 to 49,999 population or in communities of 
less than 10,000 population. The latter communities include also predominantly 
rural areas. The fact that the weekly patient-visit load of general practitioners 
in large urban centres was relatively lower may be explained by a concentration 
of specialists in such centres and hence a somewhat smaller demand of the 
population in such centres for the services of general practitioners. The highest 
patient-visit load of general practitioners practising in urban centres of 10,000 
to 49,999 population was probably due to the flow of patients from surrounding 
rural areas to those urban centres. General practitioners in communities of less 
than 10,000 population experienced relatively high patient-visit loads because 
of fewer physicians being located in less densely populated areas and also 
because of the absence of specialists in these communities and, therefore, a 
stronger demand for services of general practitioners. 


f. Nature of Services Performed 


The nature of services rendered and particular procedures carried out by 
general practitioners, specialists and consultants are of some importance to 
medical schools because they must know whether their students are being 
taught those procedures which they will subsquently most frequently use in their 
practice. It is also important to know whether the nature of medical services 
provided is changing under the impact of pharmaceutical and technological 
progress. This type of information is of equal value to tariff committees of 
medical insurance associations, which are interested in various patterns of 
medical services in order to assess the effects of tariff changes, in the fee-for- 
service payment of medical services.’ 


Table 5—5 illustrates the percentage distribution in broad categories of the 
nature of work of the reporting general practitioners, specialists and consultants 
as measured by weekly laod of patients attended by doctors. 


Physical examinations of apparently well people for specific purposes 
included medical examinations of patients for insurance, employment purposes, 
while preventive routine examinations included annual check-ups, well baby 
care, etc. 


Table 5—5 suggests that the patterns of broad categories of 
services performed by general practitioners, specialists and consultants are 
very similar. Naturally, however, the actual contents of these services will 


1 jeRiche, Harding and Stiver, W.3., ‘t'The Work of Specialists and General Practitioners in Ontario’’, 
Canad. M.A.J., vol. 81, July 1, 1959, p. 37. 
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TABLE 5-5 


AVERAGE WEEKLY LOAD OF PATIENTS PER PHYSICIAN IN PRIVATE PRACTICE, 
BY TYPE OF MAJOR WORK AND NATURE OF SERVICE, CANADA, 1962 


Nature of Service ei tacit Specialist Consultant 
Practitioner 

Number of doctors reporting. .........2.ceee. 4,344 1,289 936 
A. Physical examination of apparently well 

people: 

(1) For specific purposes ...........000. 9.3 8.0 10.2 

(2) Preventive: routines. .icy-scietolein oteveieieicie.s site 18.7 18,5 18.0 
B. Other specific services: 

(1) Surgical and Obstetrical procedures. ... 14.7 W7ie2 17.9 

(2) Referred consultations .........cecee- 13.3 10.3 11.5 

(3) Special diagnostic and treatment 

PFOCECUIES c-0, 5.6 cokes etelloietole cers) sc 6 6.8) 0 0 26.6 25.4 24.5 

(4) Immuntza tionsy.tereysy crete cree eretelercleialaiele torse 10.7 10.3 UU 

(SpOthertservicest i sacs cates asolanenis 6.7 10.3 10.2 
Weekly load of patients ..........-2ccesceee 56 59 53 


1 Includes routine treatment of colds, etc. 


Source: Questionnaire on Medical Practice, 1962, Royal Commission on Health Services. 


vary greatly according to the type of major work of the physician. There is some 
variation in the nature of services performed between different specialists in 
the same field depending to some extent on where they practise. It has been 
suggested that in a medium-sized town and rural area, surgeons, obstetricians, 
and internists tend to do more general practice than the same specialists in 
large cities. Then, in large cities, general practitioners will do less surgical 
work than their colleagues located in rural areas. Consequently, it is difficult 
to draw representative samples of any type of major work. 


Appendix 5—3 provides information on the weekly average load of patients of 
specialists in private practice, by specialty practised, method of practice and 
nature of service rendered. It is apparent that the specialists working in 
partnership or group practice are able to carry out a somewhat larger patient 
load than their colleagues practising solo. 


A job analysis study of physicians in Ontario was made in 1957. It shows 
the estimated number of procedures in a year of 2,000 working hours in the 
various specialties and general practice. The basis data for this study were 
derived from one month’s experience of Physicians’ Services Incorporated. P.S.I. 
procedures are those carried out by physicians for which there is a separate 
payment. They also include office, home and hospital visits. In a number of 
instances each major procedure is regarded as one service by P.S.I., irrespective 
of the number of times the physician may treat or visit the patient for the 


1 Ibid., p. 37. 
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particular condition. For example, a normal delivery counts as one service but, 
in fact, a physician will see the patient 6 to 12 times. Consequently, the P.S.1’s 
‘“‘services’’ are an underestimate of the patient-visit loads.’ 


Table 5-6 provides a comparison of the findings of the study on job 
analysis in Ontario and the estimated annual patient-visit loads of physicians 
and volume of services supplied, in terms of numbers of patients, in the country 
as a whole in the spring of 1962. 


In comparing the data for Ontario with those for the country as a whole 
in 1962, it should be borne in mind, that the former figures may be somewhat higher 
than the national averages since greater utilization of medical services is 
probably made in the province of Ontario than in most other provinces of Canada. 


6. Size of Practice and Number of Patients 
Under Treatment of Self-employed General Practitioners 


Table 5—7 indicates the average size of practice and average number of 
patients under active or continuing treatment of the reporting self-employed 
general practitioners for provinces and Canada. In addition, for analytical 
purposes, general practitioner-population ratios and degree of urbanization of 
population for provinces and Canada are included. 


The average size of practice ranged from 1,367 in Yukon and Northwest 
Territories to 3,166 in Newfoundland. The national average size of practice 
amounted to 1,709 persons per general practitioner as compared with the general 
practitioner-population ratio of 1:1,800 in 1961. In great Britain, each general 
practitioner is allowed a total of 3,000 patients but it must be remembered that 
he has no hospital patients to attend and many of the minor investigations 
carried out by a general practitioner in Canada are in Britain referred to a 
specialist, a clinic or a hospital. The average number of the potential patients, 
who were under active or continuing treatment by a reporting general practitioner 
in solo private practice, ranged from 61 in Yukon and Northwest Territories to 
366 in Newfoundland. The national average was 194 patients under actual 
treatment. More sigificant is, however, the percentage of patients to the size of 
practice. This varied from 4.5 per cent in Yukon and Northwest Territories to 
16.1 in New Brunswick, while the national percentage was 11.3. 


In general, the size of practice tended to be larger in those provinces 
which had less favourable general practitioner-population ratios and less urbanized 
population such as Newfoundland, New Brunswick, Saskatchewan and Nova 
Scotia. 


Average size of practice and average number of patients under active 
treatment varied with the age or years of practice of physicians. This is shown 
in Table 5-8. 


Once again the above data indicate that a general practitioner reaches the 
peak of the size of his practice after an initial building-up period of five years 


1 Tbid., pp. 37—38. 
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TABLE 5-8 


AVERAGE SIZE OF PRACTICE AND AVERAGE NUMBER OF PATIENTS 
UNDER ACTIVE TREATMENT OF SELF-EMPLOYED GENERAL PRACTITIONERS, 
BY DURATION OF PRACTICE, CANADA, 1962 


Duration of Number of Average Size Average eunacet 
Practice Doctors ‘of Practice of Patients 

Reporting Under Treatment 
Less than'S yearsies. see ee ee 482 1,190 131 
5 a oo terateraverts efenene: efenene ofere ate cheteve 597 1,497 155 
MO me ioe ete rcnsiovetei er siete ore clare erevers 412 1,388 168 
PS enh ae torets. svete shore st otatarreteta se chevens 260 1,292 159 
QO DA's a cleletelokerk erste oohenene 6 teteterer eters 193 1,397 179 
25m 2G ras ahateboranc sceverevenstejonere. oe eens eke 188 1,254 156 
SOR FSA Aereiatonste tcl ey ol cler otal letelot che veneers 155 1,010 103 
SS (DO stots stalionalic one sealers tscororslshe ey eiers 140 980 114 
AO and GVEriie ir. cnccaieicistepe ctoxe tye otuiecs 178 661 70 

La 


Source: Questionnaire on Medical Practice, 1962, Royal Commission on Health Services. 


and it remains on a plateau for the next twenty years and thereafter it gradually 
declines with the advancing years of a doctor. A somewhat similar pattern emerges 
from the average number of patients attended by physicians. 


Table 5—9 shows the relationship between size of practice and number 
of patients under treatment and size of community in which practice was located 
for provinces and Canada. 


It appears that in communities of less than 10,000 population general 
practitioners had larger practices than those located in greater urban centres. This 
is explained by the fact of a greater concentration of specialists in the latter size 
of communities. On the other hand, in smaller communities general practitioners 
had a lower number of patients under active treatment. This fact explains the lower 
income of general practitioners in rural and smaller communities as compared with 
those in larger urban centres. It would also appear that in smaller communities 
for economic and other reasons the demand for general practitioners’ services is 
somewhat lower. 


Appendix 5—4 provides detailed statistical information with respect to the 
distribution of general practitioners in solo private practice by size of practice and 
size of cummunity in which practice was located for regions and the country as a 
whole. Approximately half of the reporting doctors in Canada practising in com- 
munities of less than 10,000 population had a practice of 2,000 persons or more as 
compared with about one-third proportion of physicians located in larger urban 
centres. 


Appendix 5—5 gives similar information with respect to the distribution of 
general practitioners by number of patients under active treatment. For the country 
as a whole, about 30.0 per cent of the reporting general practitioners located in 
communities of less than 10,000 population had 200 or more patients under active 
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treatment, while the corresponding percentages for physicians located in com- 
munities of 10,000 to 49,999 population and 50,000 population and over were 34.0 
and 36.0 respectively. 


2. Nature of Bemand for Physicians’ Services 


The adequacy of medical manpower at any time depends to a large extent upon 
the degree of utilization of physicians in private practice by the general public, 
and on the demand for physicians’ services on the part of hospitals, public health, 
agencies, industry, the armed forces, life insurance companies, medical research 
and teaching institutions. 


A distinction must be made between ‘‘need’’ and ‘‘effective demand”’ for 
medical services. ‘‘Medical need is composed of the actual physical and emotional 
requirements of a patient for a physician or for other services.’’! This need can 
only be determined professionnally by a physician through a medical history, a 
physicial examination, laboratory test, etc., and the kind, extend and quality of 
medical services needed are, of course, determined by the nature of diagnosis and 
by the methods of treatment available at the time. A ‘‘need’’ for medical care, 
however, does not lead to ‘‘demand’’ for it unless the need is recognized by the 
patient, the physicians’ services are accessible and the consumer of these services 
is able to purchase them. Hence, areas of relative neglect in meeting medical needs. 
This distinction between the demand and the actual need for medical care leads to 
much of the differences with respect to the adequacy or shortage of physicians. 


There are certain specific characteristics of medical services as compared 
with demand for other commodities or most of other services because need for them 
is universal, it is not regular, and cost of meeting them are not within the consu- 
mers’ control unless a consumer joins a pre-payment insurance scheme. Buyers’ 
motivations are also different. In general, people spend all they feel they can 
afford on other goods and services, including luxuries, while for medical and 
similar services they spend only as much as they feel they must. Medical needs 
and costs are not usually known in advance and, therefore, it is difficult to save 
for what one does not know or even desire. 


There are some inherent difficulties in defining demand for medical services 
because ‘‘... the more important factors affecting change in demand lack the im- 
mediate direct, and easily measurable relationships to it...’?.? Total demand for 
medical care and for medical manpower at any given time is the net result of a number ¢ 
variables, the more important of which are population growth and its age and sex 
structure, economic growth that influences personal disposable income and standard 
of living, including demand for medical care, urbanization which reflects the fact 
that city people use more medical services than rural people, the level, content 


a Clark, Dean A., ‘‘Problems in the Distribution of Medical Care’’ — Symposium on Medical Sociology, 
the New England Joumal of Medicine, vol. 234, January 10, 1946, p. 55. 


2 National Science Foundation, A Program for National Information on Scientific and Technical 
Personnel, U.S.A., August 1958, p. 25. 
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and quality of education, which familiarizes a person with good health and tums 
existing needs into recognized medical needs as well as increasing social 
awareness of the value of healthy and able human resources, and government 
policies with respect to health and other welfare measures. Because of the complex 
interrelationships between these factors it may be impossible to measure exactly 
their impact on the demand for medical services though certain broad conclusions 
are possible. For instance, there is a direct relationship between income, age and 
place of residence and utilization of physicians’ services. The dimensions of 
demand for medical care, on the whole, are rationally related to phychological and 
educational characteristics of the people, to availability of physicians, but, princi- 
pally, these dimensions are conditioned by economic factors, costs and ability to 
pay of patients. Removal of financial barriers to hospitalization revealed a sub- 
stantial unsatisfied need for hospital services. A similar removal of financial 
barriers with respect to medical care would very likely substantially increase the 
effective demand for it, particularly, in use of the financially most vulnerable group 
of families in the middle and lower income ranges. 


It is necessary to measure the quantity, if not quality, of medical services 
actually consumed, in order to understand actual and potential demand for them, to 
appraise the extent to which the demand is related to the supply of physicians, to 
provide a basis from which to project future requirements for medical manpower, to 
identify the population groups, which do not use extensively medical care for one 
or another reason and to be able to determine priorities. 


There are objective measures of demand for medical services like, for 
instance, units of service rendered (i.e., patient-visit loads) and in money terms, 
the cost of care for one illness, or family medical expenditure for a year or such 
expenditure for the society as a whole, adjusted for price and population growth. 


3. Utilization of Services of Physicians in Private Practice, Canada, 1961 


It is estimated that in 1961 there were 15,450 general practitioners, 
specialists and consultants in private practice.t They accounted for nearly three+ 
quarters of the Canadian civilian medical manpower. The weighted weekly average 
patient-visit load per doctor in private practice, irrespective of the type of major 
work, was 132, making an annual (48 weeks) patient-visit load of 6,336 per 
physician. A physician in private practice, excluding hospital calls, averaged about 
4,300 patient-visits a year. A patient-visit is defined here as a consultation with a 
physician, either in person, or by telephone, in his office, the hospital, clinics, 
and the patient’s home, for examination, diagnosis, treatment, or advice. The 
medical service could be provided by the physician himself, or by nurses acting 
under a physician’s supervision. 


1 This figure has been computed by subtracting from 21,265 physicians in Canada (excluding Yukon 
and Northwest Territories) as reported by the 1961 Census, 2,470 interns and residents, 1,800 full- 
time physicians in hospitals, 775 full-time doctors employed in non-hospital work by all levels of 
government, 420 full-time physicians in medical schools, 260 full-time industrial physicians and 
90 doctors employed by life insurance companies. 
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The total annual volume of medical services supplied by all the physicians in 
private practice in Canada in 1961 amounted to 97,891,200 patient-visits. Thus, on 
a per capita basis, each person in this country, irrespective of age, sex, income 
and location, received 5.378 physician-visits. The latter figure was composed of 
2.9 office calls, 1.8 hospital visits, 0.6 home calls and 0.1 of other types of serv- 
ices. The Canadian average physician-visit of 5.4 may be compared with 5.3 
physician-visits per person (all ages and both sexes) per year in the United 
States (average of July 1957 — June 1958), which figure does not include 
visits made to persons while they were in-patients in a hospital.’ 


4. Hospital Medical Personnel 


After the physicians in private practice the second largest group of doctors is 
composed of full- and part-time medical personnel in hospitals. Appendix 5—6 indi- 
cates numbers of such physicians and interns and residents working in hospitals, by 
type of hospital, for regions and Canada, during the years 1950-1961. It also includes 
the number of operating and reporting hospitals for the country as a whole for the same 
period. Table 5—10 shows these data for the whole country. 


The number of doctors employed in hospitals on a full-time or part-time basis 
increased from about 1,800 in 1950 to 4,500 in 1960, that is by nearly 150.0 per 
cent. There has been a steady increase in full-time medical personnel working in 
general hospitals and the number of doctors so employed increased from about 400 
to over 900 in the period under review. A similar increase also occured in part- 
time physicians associated with general hospitals. The rising incidence of mental dis- 
turbances is reflected in a larger number of mental institutions and in the number of 
doctors working in these hospitals. The mental hospitals’ full-time medical staff 
increased from 230 in 1950 to 450 in 1961, while part-time doctors associated with 
these hospitals increased five times over the same period. In TB hospitals, how- 
ever, the employment of full-time medical personnel remained relatively stable until 
the later part of the 1950’s and it has gradually declined since then. The same 
trend is noticeable with respect to part-time doctors working in TB hospitals. 


Approximately one-half of the full-time hospital medical personnel in 1961 
was working in general hospitals, including public and allied special hospitals 
such as chronic, convalescent and maternity hospitals. Another quarter of these doctors 
were working in mental hospitals, while the remainder practised in tuberculosis, federal and 
private hospitals. With the hospitalization insurance in operation in Canada one can 
reasonably expect that this trend fo rising employment of doctors in hospitals, 
particularly in general and mental, will continue in the future. A large proportion of 
hospital medical staff consists of radiologists, pathologists, who are certified 
specialists in most cases, and medical superintendents. 


There has been also a steady increase in the number of intems and residents 


being trained in various types of hospitals. This increase is partly related to 


1 U.S. Department of Health, Education, and Welfare, Public Health Service, ‘‘Medical Care, 
Financing and Utilization,’? Health Economic Series, No. 1, Table 175, p. 218. 
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increasing specialization, as greater amounts of graduate training and experience 
are required for specialty certification and because of a tendency to specialization 
on the part of larger numbers of doctors. The fi gures of interns and residents in 
hospitals as reported by the DBS Institutions Section do not agree with those 
quoted by the Canadian Mailings Limited. This is due to the fact that the DBS fig- 
ures include medical graduates of Dalhousie, Laval and Montreal universities, who 
receive medical degrees only after internship. They are excluded, however, in the 
listings of the Canadian Mailings Limited. Moreover, despite efforts to eliminate 
duplication of the interns and residents reported by the hospitals there is very 
likely some such duplication as some interns rotate in a few hospitals and all of 
them report having them on their staff. Then, some interns and residents may be 
working on a full-time basis in one hospital and on a part-time basis somewhere 
else. Finally, the DBS data contain a number of immigrant-doctors, who work in 
hospitals prior to their obtaining Enabling Certificates. 


As of June 1963, provincial governments indicated that in provincially 
operated hospitals there were 67 unfilled established positions for full-time 
physicians and in federally operated hospitals there were 19 unfilled positions. 


5. Non-Hospital Medical Staff Employed by Governments 


Governmental health activities in Canada play a fundamental role in supplying 
medical and other health services. Public health services are provided at all levels 
of government. In most provinces these services, at a local government level, are 
to a large extent rendered by part-time medical officers, while the personnel of the 
provincial and federal health services consists of full-time medical practitioners. 
The federal government assumed responsibility for maritime quarantine, the 
medical examination of immigrants and the control of food, drugs and narcotics, as 
well as health care services for certain groups like Indians, Eskimos, war veterans 
and others, advisory services to the provinces in specialized health fields, 
research development, etc. In the main, however, public health activities are consi- 
dered as provincial responsibilities under interpretation of the ‘‘property and 
civil rights’’ clause of the British North America Act of 1867. These respon- 
sibilities include health education, care for chronic diseases such as tuberculosis 
and mental illness, medical services to specified indigent groups, regulatory 
measures to control the spread of disease, consultative or assistance services, such 
as public health laboratories, and other services. Seven provinces have separate de- 
partments of health and the remaining three have combined departments of health and 
welfare. Local governments assumed regulatory health activities and the general 
preventive services — diagnosis, education, and personal health supervision through 
clinics and home visits. Public health units operate in large municipalities or, in 
tural areas, serve counties or groups of municipalities. 


1 Information obtained directly from the provincial departments of health by the Royal Commission on 
Health Services, June 1963. No information was available from the Province of Quebec. 
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TABLE 5-11 


PHYSICIANS EMPLOYED FULL-TIME BY GOVERNMENTS, FOR 
PROVINCES AND CANADA, 1963! 


Provincial Governments? Local Governments$ 
Drevinne & otal Known Total Known 
Positions and Positions and 
Filled Established Filled Established 
Vacancies Vacancies 
| ao oe 
Newfoundland! ..’claee. levers sea e + 300 32 9 ty == 
Prince Edward Island........... 9 4 he - 
INOVALSCOLLGIsHicieslesere! ckelerelsicisucre ls 6 25 2 3 1 
New Brunswick 2 ...cc0csccccoce 31 15 a= — 
(INO DEE Se ried oie erin lets ois sons. 5 6 50 na. 89 \ na. 
Ontarronattsrercncrsieteiere ts elele cere orsr es 70 ital 86 12 
Mainiitobalcrercrsters sie telere' ol clel'el se crsiele AM 6 yy =— 
Saskatchewanic cm cleisiecleicisicisls «s1e 24 9 4 na. 
At bertarcusdeleistetcts oeiclcicis ious sisielone oie 19 9 23 5 
Britishicolumpbiare cite scl cies cleus 28 3 15 its 
Wana daa cetel cies) sic cl oucie erst eltalere Si1kis) 68 219 33 


Federal Government 
Department of National 


Health and Welfare ..........-. 164 22 

Canadian Pension 

Commissiones ctssisieseet cic cicisicne 515 58 7 

Department of 

Veterans Affairs ........cces0 14 4 

Medical Research Council..... 2 _ 

Atomic Energy of Canada...... 3 _ 
i Otallerperctoverersvolcrel cieisicistels «isx6 241 33 


1 Exclusive of hospital appointments and of Yukon and Northwest Territories. 


2 Includes full-time physicians employed by Provincial Departments of Health (Tuberculosis Preven- 
tion Branch, Industrial Hygiene Branch, Mental Health Branch, Central Laboratories, etc.) and 
other branches of the Provincial Governments (Reform Institutions, Public Welfare, etc.) and Pro= 
vincial Government agencies (Cancer Treatment and Research Foundation, Hospital Services Com- 
mission, Cancer Institute, Alcoholism and Drug Addiction Research Foundation, etce)e 


3 Physicians employed full-time either by municipal health departments or by county health units, 


4 Newfoundland employs public health nurses, sanitary inspectors and medical officers in the St. 
John’s area, but these are not under the unified direction of a full-time medical health officer. 
Elsewhere in the province, only partial public health services are available. 


5 Prince Edward Island has a district nursing service and some sanitary inspectors, but these are 
under the part-time supervision of a medical health officer. 


6 New Brunswick’s medical health officers service a few districts each, and thus each health dis- 
trict receives only part-time attention. 


7 Estimated figure for full-time physicians employed by the Department of Health and 1956 figure for 
full-time physicians employed in local health units (‘The Administration of Public Health in Cana- 
da’’, Research and Statistics Division, Department of National Health and Welfare, Health Care 
Series No. 3, 1958, Table 4, p. 67). 


Source: Information obtained directly by the Royal Commission on Health Services from the Provin- 
cial Departments of Health and Federal Government Departments, June, 1963. 
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The extent of full-time local health services in this country was surveyed in 
1938 by the Canadian Public Health Association. At that time, there were 85 
communities, urban and rural, which employed a full-time medical officer. The 
population of these communities represented approximately half of the total esti- 
mated population of Canada. The other half of the population, chiefly in rural areas, 
was served by a medical officer on a part-time basis. As of March 1943, the com- 
munities having full-time medical officers of health employed 118 physicians.! By 
1948, there were 157 local health units or districts and urban health departments 
employing 155 full-time medical health officers and the corresponding figures for 
1956 were 191 and 188 respectively.? The 28 urban health departments in 1956 
covered 4.9 million persons, and 163 local health units or districts covered 7.1 
million persons.* Thus, approximately two-thirds of Canada’s population were 
covered by public local health services. In 1960, a survey of health unit services 
in eight provinces, excluding Newfoundland and the Province of Quebec, was made 
which covered only health units and city health departments with a full-time 
medical officer of health. Twenty of the 116 units in that survey were classified as 
city health departments while most of the remainder were regional, country or 
township units. The estimated population served by these health units was over 
9,000,000, of which about 6,500,000 or 75 per cent lived in urban areas. The 116 
health unit services employed 186 full-time physicians as of January 1, 1960.‘ 


Table 5-11 shows the number of full-time physicians, exclusive of 
full-time hospital appointments, employed by different levels of government, for 
Provinces and Canada, as of June 1963. 


As of June 1963, there were 775 doctors employed on a full-time basis in non- 
hospital work by the three levels of government in Canada. There were 134 known 
unfilled established positions, Presumably, lower salaries of doctors in this type 
of employment accounted for this relatively high number of vacancies. 


6. Teaching Staff of Canadian Medical Schools 


In September 1939, the peacetime medical personnel in the nine medical 
faculties included 173 full-time and 890 part-time instructors. By March 1943, 
because of the strong demand for doctors in the armed forces, the corresponding 
figures decreased to 141 and 796 respectively.° The medical schools were com= 
pelled to call back a number of retired physicians to assist them in teaching. 


Canadian Medical Procurement and Assignment Board, Report of the National Health Survey, 1945, 
pp. 112-113, 


he 


“The Administration of Public Health in Canada’’, Research and Statistics Division, Health Care 
Series No. 3, 1958, Tables 2 and 4, pp. 65 and 67. 


3 Ibid. p. 64. 


Report of the Survey of Health Unit Services in Eight Provinces of Canada, 1960 — Department of 
National Health and Welfare, 1961, pp. 5 and 11, 


a 


Canadian Medical Procurement and Assignment Board, Report of the National Health Survey, 1945, 
Table 43, p. 105. 
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With the increase in the number of medical schools to 12 and higher enrolment 
of students during the post-war years, there has been a gradual expansion of full- 
time faculty personnel until in the academic year of 1961-62 it amounted to 763 
teachers. 


It is convenient to divide faculty members into those in the basic pre-clinical 
sciences like anatomy, biochemistry, biophysics, physiology, and others, about 
60.0 per cent of whom possess an M.D. degree (this compares with only 35.0 per cent in 
the United States), and those in clinical departments’ who are physicians. A 
characteristic feature of Canadian post-war medical education was the rapid 
growth of full-time staff in clinical departments, particularly of so-called ‘‘geo- 
graphic full-time’? members who account for about four-fifths of the staff in these 
departments. This latter term refers to the clinical teachers receiving a large por- 
tion of their income from university salary and over and above this share a limited 
earning from consulting practice associated with the medical schools. In some 
schools these surplus earnings from private practice are used to support medical 
research and teaching. It has been estimated that these medical practitioners give 
about half of their time to teaching duties and another half to private practice, 
Consequently, approximately two-thirds of them must be considered as being 
available in private practice. 


During the academic year 1961—62 there were over 400 full-time faculty 
members in pre-clinical basic science departments, of whom about 60.0 per cent 
or 250 were physicians. In clinical departments there were about 70 full-time 
medical personnel and about 300 ‘‘geographic full-time’? members, of whom 100 may 
be considered as being available for teaching purposes.” Thus, approximately 420 
physicians may be counted as being employed in the 12 medical schools. As of 
that year there were 23 budgeted vacant positions in basic science departments and 
15 in clinical departments.* These vacancies evidently existed during the last few 
years, particularly, in the basic science fields. 

The full-time faculty members are supported in teaching by the selected part- 
time medical staff of about 1,500, who, as a rule, receive only a nominal remuner- 
ation, One medical school reported that the part-time teachers actually undertake 
six to ten hours of undergraduate teaching per week plus a large portion of the 
post-graduate education programmes. Many of them spend more time in clinical 
research as well as many hours per month in administration. It has been estimated 
that the part-time teachers spend 400 to 450 hours per year in the university and 
teaching hospital. * 


Table 5—12 shows the median salary scale prevailing in basic medical science 
departments in the 12 Canadian medical schools as of November 1961. 


It has been stated that the current annual income of the professional man in 
a department of basic medical science is about two-thirds the income of a man of 


» «¢Medical Education’’, The Journal of A.M.A., vol. 171, November 14, 1959, Table 10, p. 1529. 


2 ¢’Medical Education’’, The Journal of the A.M.A., vol. 182, November 17, 1962, Table 2, p. 804. 


3 Ibid. 


4 A brief from the Faculty of Medicine, University of Toronto, submitted to the Royal Commission on 
Health Services, May 14,1962, p. 8. 
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TABLE 5-12 


SALARIES OF TEACHING STAFF IN BASIC SCIENCES 
OF CANADIAN MEDICAL SCHOOLS, 1961-62 


Professor and Head of Department.......--cceccccerrerccccees $14,200 
roles OF a rare ice ciara oan aoroxcleke iecstolchorsioravoceieielojels elevepelchelelere/ersieverexe $12,700 
Nesociate ProfesS Ore sre cinle cloleecleic clelctere ss screens aie (ote sieleleletel eile $10,100 
Assistant ProfeSSor.....cccccccccccccsccrccccrcersssesssscee $ 7,800 


Teecturers cc cc oie ie el ee. whetclelete.cs) el elleiejei 6 eiele 6 sjelelele lofereteieere cvolepeiene ene 


$ 6,600 


Source: A brief from the Association of Canadian Medical Colleges, submitted to the Royal Commis- 
sion on Health Services, May 11, 1962, Exhibit A: Staff and Facilities in the Basic Medical 
Sciences in Canadian Medical Schools, p. 3. 


similar training and expenrience in medical practice in the same community and that 
this fact constitutes a critical barrier in the recruitment of medical personnel in the 
Canadian medical schools.! 


The income of clinical teachers is considerably higher than that of 
basic medical scientists because it depends partly on fees derived from practice. 
It has been stated that in a typical Canadian medical school, the income of a clin- 
ical teacher may exceed $25,000 per annum.? This income, however, does not apply 


to full-time teachers in clinical departments who limit their activities to teaching 
only. 


Modern scientific developments have resulted in an increased need for 
undergraduate teaching of small groups and increased clinical and laboratory 
research, which activities impose a requirement for larger teaching staffs in medical 
schools. Expected expansion of the medical services will create a stronger demand 
for medical personnel, which, in turn, will create an equally strong demand for doctors 
and medical scientists to train future physicians, 


7. Industrial Physicians® 


Occupational health service has been defined by the International Labour 
Organization as ‘*... a service organized in or near a place of employment for the 
purposes of protecting the workers against any health hazards which may arise out 
of their work or the conditions in which it is carried on, of promoting the optimum 


1 A brief from the Association of Canadian Medical Colleges, submitted to the Royal Commission on 
Health Services, May 11, 1962, Exhibit A: Staff and Facilities in the Basic Medical Sciences in 
Canadian Medical Schools, p. 3. 


Ibid., p. 6. 


References: Charron, K.C., ‘‘Health Services for Industry’’, Canadian Journal of Public Health, vol. 
39, August 1948, pp. 320—324; Cruickshank , W.H., ‘‘The Changing Status of Industrial Medicine’’, 
Canad. M.A.Je, vol. 59, December 1948, pp. 536—539; Mallery, O.T., ‘‘The Industrial Physician — 
Past, Present, and Future’’, Industrial Medicine and Surgery — The Journal of Medicine in Industry, 
vol. 21, June 1952, pp. 296—288; and Robson, R.B., ‘‘Medical Care of the Industrial Worker’’, 

Canad. M.A.J., vole 52, February 1945, pp. 143—147; Occupational Health Services in Industry in 
Canada, 1954, Memorandum No. 13, Research and Statistics Division, Department of National Health 
and Welfare, June 1956; and Working Conditions in Canadian Industry, 1962, Report No. 6, Economics 
and Research Branch, Department of Labour, 1963. 
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workers’ physical and mental adjustment, in particular by their assignment to jobs 
for which they are suited, and of contributing to the establishment and maintenance 
of the highest possible degree of physical and mental well-being of the workers’’.* 
Industrial medicine was stimulated by the development of workmen’s compensation 
boards, which became the basis for services to workers injured or contracting 
occupational sickness, and with changing social and economic conditions. It has 
been steadily expanding in scope to include preventive medicine, treatment service, 
promotion of health, services for diagnosis, and rehabilitation services. 


Industrial medicine is justified on humanitarian and economic grounds 
because its results may be appraised in terms of improved welfare of workers, 
better employer-employee relations, reduced rates of accidents and occupational 
diseases, lower compensation premiums, more steady production and higher produc- 
tivity of labour. 


In Canada there is no certified specialty in occupational medicine 
recognized as such by the Royal College of Physicians and Surgeons of Canada. 
In the United States, however, industrial physicians receive specialist certification. 
In practice occupational medicine in Canada has also become a recognized specialty 
although many other sections of the mecical profession are concerned with the 
health of workers apart from industrial physicians. In addition, an industrial 
physician works with paramedical personnel such as occupational health nurses, 
industrial hygienists, medical attendants and technicians specialized in occu- 
pational mecicine. There is a gradual change in the status of industrial physicians 
in relation to organized medicine, management and labour parellel to the growing 
scope and objectives of industrial medicine under the modern and complex industrial 
structure of our economy. The working population constitutes a large proportion of 
our population but only a relatively small proportion of workers, mostly employees 
of large establishments, do in fact enjoy occupational health services. Any exten- 
sion of such services will require more trained paramedical personnel and, probably, 
official recognition of industrial medicine as a specialty. 


In general, Canadian industry is composed largely of small establishments 
employing less than 500 workers, which probably are too small to require the 
services of a full-time industrial physician. Consequently, most of the production 
units employ a part-time doctor or one ‘‘on call’’. The part-time industrial 
physician is usually a general practitioner. 


The organization of supply of industrial medicine services depends on such 
factors as type of industry, size of industrial and commercial establishment and 
its location, Consequently, there are a variety of methods that may be used to pro- 
vide occupational health services. There may be the co-operative arrangement under 
which a group of small firms share in financing a full- or part-time physician and 
other personnel, More often, however, a small establishment will use a local 
medical practitioner who will supply medical services on a part-time basis. In 
larger industrial centres, there may be an industrial clinic operated and financed 
1 International Labour Organization, Forty-Third Session, Geneva, 1959, quoted in the brief from the 


Canadian Medical Association, B.C. Division, submitted to the Royal Commission on Health Services, 
February 20, 1962, Occupational Health, p. 1. 
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by physicians themselves and its services made available to all local industrial 
and commercial establishments. These private efforts are supplemented by gov- 
ernmental activities in occupational medicine through provincial industrial health 
units, and the Division of Industrial Health and an Industrial Health Laboratory in 
the Federal Department of National Health and Welfare, 


During the war in 1943, there were 112 full-time and 229 part-time physicians 
on salary, employed in 220 factories with 200 or more workers, totalling 413,000 
workers. An additional 63 physicians were employed on a fee basis, and 110 
doctors, engaged in industrial contract practice serving workers in logging, mining 
and construction works away from centres of population, for which services the 
physician was paid out of wage deductions.! In 1947, there were 200 full-time and 
about 750 part-time physicians engaged in occupational health services, Nearly 
half of the full-time and two-thirds of the part-time industrial physicians were 
employed by manufacturing industries. The largest concentration of full-time 
physicians was in the establishments employing 500 or more workers.? 


More extensive information on the qualitative and quantitative aspects of the 
occupational health services provided to employees by Canadian industrial and 
business establishments is available in the 1954 Survey of Occupational Health 
Services in Canada,* This survey covered a total of 12,265 establishments 
employing 386,177 office and 1,256,051 non-office workers, The railways and tele- 
graph companies were omitted. There were 272 full-time and 704 part-time physicians 
employed in the establishments reviewed.4 About 80.0 per cent of the physicians 
were employed in the heavily industrialized provinces of Ontario and Quebec. 
Again the largest concentration of these physicians was in manufacturing, followed 
by public utilities and mining industries. Establishments employing 100 workers or 
more accounted for four-fifths the employment of both full-time and part-time indus- 
trial physicians, 


More recent information on the number of industrial physicians, the extent of 
availability of industrial medical services and medical personnel in selected 
Canadian industries is available in the publication on Working Conditions in 
Canadian Industry, 1962, of the Department of Labour. The survey covered about 
80.0 per cent of establishments having 15 or more employees. Table 5—13 
shows the number of establishments that employed doctors and the number of 
doctors, by major industries, as of May 1, 1962. 


The Canadian labour force has increased from 5.493 million in 1954 to 6.590 
million in 1962 but the actual number of physicians employed in industry on a full- 
time basis has remained the same between these two years, No importance can be 


Canadian Medical Procurement and Assignment Board, Report of the National Health Survey, 1945, 
Table 75, p. 163, 


Survey of Pension and Welfare Plans in Industry, 1947, DBS, Reference Paper No. 4, 1950, Health 
and Welfare Division, p. 97. 


Research and Statistics Division, Department of National Health and Welfare, June 1956, 


The number of physicians employed is open to a margin of error since in certain firms, one doctor 
may service two or more establishments, Hence some duplication may be inherent in the total 
figures, 
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TABLE 5-13 
DOCTORS EMPLOYED IN INDUSTRY, CANADA, MAY 1, 1962 


Rate or Number of Physicians 
Establishments ep ey ers ‘bee onl 
indueley, that Employed Establishments Employed | Employed 
Doctors that Employed | fyji-time | part-time On call 
Doctors 

Ace Gack 511,533 88 570 1,318 

eiehelabeledet oteekors 42,302 30 26 134 
Transportation ..... 1372, 167,054 66 74 1,520 
Public utilities..... 40 27,694 6 10 91 
siotalerateeteronevene 169 36,381 37 52 159 

rat sr orereeielisve cs 516 135,112 18 D2, 494 

Bhevone rs ieirs sae 48 33,559 16 24 41 

SU AD OBC 2,547 953,635 261 868 3,757 


Source:Working Conditions Survey (May 1, 1962), Economics and Research Branch, Department of 
Labour, June 12, 1963. 


attached to the small increase in part-time industrial physicians because of the du- 
plication involved in their numbers as one doctor may service a few establishments 
all of which will report having a physician on a part-time basis, The largest con- 
centration of full-time industrial physicians was in manufacturing, transportation, 
service, and mining industries, in that order, 


Appendix 5—7 indicates the extent of availability of industrial medical 
services and medical personnel in selected Canadian industries in 1962. 


Only 1.0 per cent of the total reporting units of 8,618 in manufacturing had 
one or more physicians in attendance full-time as compared with 6.0 and 12.0 per 
cent one or more physicians in attendance part-time and ‘‘on call’’ respectively. 
Since, in general, only larger establishments employ physicians, the corresponding 
percentages indicating a coverage of plant and office employees by industrial 
physicians were naturally higher. Approximately one-quarter of the manufacturing 
workers had available the services of industrial physicians. This proportion was 
somewhat lower in the mining industry but it varied considerably between different 
types of mining. A somewhat higher proportion of the available medical personnel 
prevailed in the transportation industry, public utilities sector and for life insur- 
ance employees, 


The costs of occupational health services are borne entirely by the industries 
concerned. These costs vary with the nature, size and, location of the industry as 
well as the type and extent of such services provided. It has been suggested that 
the costs per employee vary from a minimum of $5.00-—8.00 per year to a maximum 


of $35.00—40.00.? 


1 GMA’s Committee on Occupational Medicine, A Report submitted to the Royal Commission on Health 
Services, January 2, 1962, p. 1. 
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The Canadian economy is still subject to extensive industrialization and, 
therefore, it can be expected that in years to come occupational medicine will pay 
an increasingly important role in the provision of medical care to our growing 
working population and hence the demarid for industrial physicians is likely to in- 
crease in the future, 


8. Life Insurance Medical Officers 


A small proportion of Canadian physicians serve as advisors to insurance com- 
panies, which provide the health insurance coverage at present in force, As of 
February 1962, there were 86 doctors of medicine associated with such insurance 
companies,’ They are organized in the Canadian Life Medical Officers Association, 
which is an affiliate of the Canadian Medical Association. 


9. Canadian Forces Medical Service? 


The provision of medical services to the members of Canada’s armed forces 
and, in certain localities, to their dependents is the responsibility of the Canadian 
Forces Medical Service, which was formed in January 1959 through the unification 
of the medical branches of Navy, Army and Air Force under the direction of the 
Surgeon General, Canadian Forces. 


At the end of World War II there were 3,387 doctors serving in the Canadian 
armed forces as compared with 33 in 1939, After the war and demobilization of the 
armed forces the number of military physicians again declined to a peacetime 
level of 110 in 1947. Military medical personnel expanded somewhat with the 
Korean War to keep pace with the size of the armed forces. Table 5-14 
indicates the number of physicians in the armed forces during the years 1951 
to 1962. 


Because of the early retirement age of military personnel, medical officers 
fall within low age groups as shown in Table 5-15. 


The total of 393 military physicians consisted of 65 certified specialists, 
holding specialist certificates of the Royal College of Physicians and Surgeons of 
Canada, 18 other specialists, 51 graded specialists, 65 specialist trainees and 194 
others, A distribution of certified and non-certified specialists, by specialty, is 
shown in Appendix 5—8, which also indicates the extent of vacancies in the various 
specialties, Specialties mainly represented were those in General Surgery, Internal 
Medicine, Anaesthesia, Phychiatry and Diagnostic Radiology. 


1 A brief from the Canadian Life Insurance Medical Officers Association, submitted to the Royal Com- 
mission on Health Services, February 10, 1962, p. 1. 


2 Statistical data concerning military medical personnel were obtained by the Royal Commission on 
Health Services from the Department of National Defence: Surgeon General, Canadian Forces, July 20, 
1962, File ref. HQ2—6030—2DSG (PTS), 


5 Ibid., Table I, 
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TABLE 5-14 


DISTRIBUTION OF CANADIAN FORCES MEDICAL SERVICE, BY SEX, 1951—1962 
(as of March 31) 


Source: Department of National Defence, Surgeon General, Canadian Forces, July 20, 1962, File ref. 
HQ2—6030—2DSG (PTS), Table I. 


TABLE 5-15 
AGE DISTRIBUTION OF CANADIAN FORCES MEDICAL SERVICE, 1962 


Age group Certified Other 
specialists 
DS 5 God bid O.0 COC ODIOO OU DUO RC06 00006 UOOGGCOMD GC 1 42 
S544 cheetahs sia ieteicleke clelelcreisic ols ale eislelelsielcie eles e'slele.¢ sie 40 241 
ASD Aitsi stele clone oieisle elelolele sieisioisoleleielcle scsi ere sie sice.s © sic 24 45 
BIGOLR lurtarctereiaveloherevers rs ic sts eteiels ctets! ster shavers’ elie! s)-e/'eiehele 65 328 


Source: Department of National Defence, Surgeon General, Canadian Forces, July 20, 1962, File ref, 
HQ2—6030—2DSG (PTS), Table II. 


It had been pointed out in the evidence to the Royal Commission on Health 
Services that the appointment of qualified physicians as medical officers in suf- 
ficient numbers, has been a problem since World War II,‘ This deficiency was 
partly overcome through short service commissions of doctors from the United 
Kingdom, (in 1%2 there were 141 immigrant physicians in the Canadian Forces 
Medical Service) and the subsidy of Canadian medical students during the final 
forty-five months of their medical training by the army aurhorities in return for three 
years’ service as medical officers. This particular programme was started in 1959 
and accounted for an annual enrolment of 50 in that year, 63 in 1960 and 65 in 1961. 
Average cost of subsidization amounted to $16,386 per student over the period of 
45 months training. 


1 A brief from the Canadian Medical Association, submitted to the Royal Commission on Health Services, 
May 15, 1962, p. 41. 
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As of March 1962, there were 195 medical officers who entered military 
service by various subsidization plans, The World War II Subsidization Scheme 
accounted for 14.9 per cent of the above figure: unclassified early post-war scheme— 
3.1 per cent; Reserve Officers Training Plan — 8.7 per cent; 21 Months Plan — 
70.2 per cent; and finally, 45 Months Plan for 3.1 per cent. From the records main- 
tained since 1954 it appears that of 361 subsidized entrants under the above plans, 
43.4 per cent relinquished their contractual option for release to become regular 
officers, Approximately one-third of so subsidized physicians became career med- 
ical officers with the armed forces. 


It appears that in Canada, as in the United States, the voluntary procurement 
of physicians into the armed forces is difficult, partly, because of the routine 
nature of the work of medical officers who are dealing with a young and selected 
group of healthy men and, partly also, because of lower earnings in the forces than 
in private practice, 


Arrangements are made to enable medical officers of the CFMS to keep abreast 
of medical research and to improve their skills through the post-graduate training 
programme which, however, is restricted to regular officers, and through attendance 
of professional conventions and refresher training by way of short clinical and 
technical courses, 


Appendix 5—9 shows the scale of salaries in existence in 1962 for physicians 
in the armed services by categories of physicians and duration of service. The 
minimum for the unmarried doctor was $7,056 and the married $7,896. The corre- 
sponding maxima, after 25—34 years of service, by which time all ranks reach 
maximum active service age limits, were $17,160 and $18,000 respectively. These 
initial salaries were approximately one-third less than an average earning of 
physicians in private practice in 1960. Progressive increase in salaries of medical 
officers with duration of service is at a much lower rate than that of general prac- 
titioners and specialists in private practice. On the average, the private general 
practitioners reach their peak of earnings only after five years in practice and main- 
tain it for the next twenty-five years and the specialists reach their somewhat 
higher peak after ten years and sustain it for the next ten years. It is interesting 
to note that there are no separate allowances paid to specialists, The scale of 
salaries is based on rank, minimum and maximum scales, and includes medical 
officer allowance, marriage and subsistence allowance and progressive pay in rank. 


CHAPTER VI 


Economics of Medical Practice 


This chapter is limited to a brief discussion of a group medical practice and 
an analysis of the statistical data obtained from a special survey of the economics 
of medical practice in Canada in 1960, carried out by the Royal Commission on 
Health Services in the spring of 1962. It includes an examination of earnings of 
physicians in 1960 showing incomes of doctors by province, type of major work, 
type of practice, size of community in which practice was located, years of expe- 
rience and medical specialty practised. It also examines annual operating 
expenditures incurred in practice during 1960 by items of expenditure on a national 
and regional basis, size of community, type of major work, type of practice and 
Specialty practised. In addition, this section examines the depreciated value of 
capital assets owned by doctors at the end of 1950 and the problem of capital 
costs of buildings and/or equipment purchased in the same year. The last part of 
this chapter is concerned with the cost of establishing a medical practice since 
1956 and with the source and amount of funds used to establish practice initially. 


1. Description of Procedure of the Survey 


A mailing list of active civilian physicians, compiled mainly from the 
Canadian Medical Directory, was supplied by the Department of National Mealth 
and Welfare and a questionnaire was mailed to all doctors in Canada, including 
salaried physicians, interns and residents. To ensure the confidential nature of 
replies, the respondents were asked to mail the completed and unsigned question- 
naire to the Royal Commission on Mealth Services. A sample questionnaire is 
reproduced as Appendix 5—1, 


From an initial mailing list of over 20,900 doctors the Commission received 
about 7,900 usable replies. The survey did not cover those doctors who were in 
practice in 1960 but who left tie profession by 1962, nor most of those who started 
their practice after 1960. Some of the questionnaires were not usable, however, 
and of the usable ones not all applied to the different parts of the analysis. 
Consequently, the number of respondents in various parts of this survey varied 
consideravly, thus reducing the effective response rate for various sections of the 
analysis. Yo sampling of non-respondents was carried out and, therefore, it is not 
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possible to say with definite certainty that the various averages of income, operating 
expenditures and cost of establishing practice shown in this chapter are typical of 
the profession as a whole. However, all the evidence available to the Commis- 
sion suggests that the group of doctors from which the averages shown in this 
study are drawn is fairly representative of the medical profession in Canada. Thus, 
for instance, the per cent distribution of respondents by province is generally in 
agreement with the actual per cent distribution of the total medical population in 
Canada by province. The same is true of the distribution of physicians between 
general practitioners and specialists. The evidence for the representativeness of 
the income figures was a general comparison of the returns which were received 
from the doctors in the survey with income tax returns for 1960. 


2. Group Medical Practice? 


a. Definition 


G.H. Hunt and M. Goldstein define group practice as ‘‘... a formal association 
of three or more physicians providing services in more than one medical field or 
specialty, with income from medical practice pooled and redistributed to the 
members according to some prearranged plan’’.? This definition puts emphasis 
on the integration of the work of specialists. 


Group medical practice refers to a system of practising medicine, and not to 
a method of paying for medical care. It entails professional co-operation, rather 
than competition, of the physicians within a particular group practice. It includes 
three or more doctors representing various specialties as well as general practice, 
with joint ownership of buildings, office facilities, and equipment. There is a 
pooling of medical skill, knowledge and experience through consultations, and the 
collective use of technical, administrative and other auxiliary personnel. Income is 
distributed to members of the group according to agreed principles. 


1 References, Bowler, J.P., ‘‘Group Practice Is One Answer to the Problem of Distribution’’, Modem 
Hospital, vol. 62, May 1944, p. 46—49; Clark, Dean A., ‘‘Group Medical Practice’’, American 
Joumal of Public Health , vol. 39, No. 3, March 1949, p, 321-328; Clark, Dean A, and Clark, 
Katharine G., ‘Organization and Administration of Group Medical Practice’’, Joint Committee of the 
Twentieth Century Fund and the Good Will Fund and Medical Administration Service, Inc., October 
1941, p, 109; Clark, Dean A. and Hapney, Cozette, ‘‘Group Practice’’, The Annals of the American 
Academy of Political and Social Science — ‘‘Medical Care for Americans’’, January 1951; Collings, 
Joseph S., ‘‘Group Practice, Existing Patterns and Future Policies’’, The Lancet, vol. 265, July ae 
1953, p. 31-33; Jordan, Edwin P., ‘‘The Business Side of Group Practice’’, The Joumal of the 
A.M.A., vol. 155, August 7, 1954, p. 1371-72; Jordan, Edwin P., ‘‘The Physician and Group Practice’’, 
The Year Book Publishers, Inc., Chicago, p. 238; Rorem, C. Rufus, ‘‘Pattern and Problems of Group 
Medical Practice’’, American Joumal of Public Health, vol. 40, December 1950, p, 1521—28; Rorem, 
C, Rufus, ‘‘Economics of Private Group Practice’’, Canadian M.A.J., vol. 70, April 1954, p, 462—66; 
Sanders, J.P. and Nyberg, Charles E., ‘‘Integration of the General Practitioners into Well-Organized 
Private Group Practice Clinics’’, General Practitioner, vol, 1, May 1950, p, 71-75; Thorlakson, 
P.H.T., ‘Group Practice and Medical Education’’, Canadian M.A.J., vol. 63, October 1950, p, 336— 
39; Thorlakson, P.H.T., ‘‘Provision of Medical Services Through Group Practice’’, a Report 
submitted to the Royal Commission on Health Services, April 16, 1962, and Research and Statistics 
Division, Department of National Health and Welfare, A Survey of Medical Groups in Canada, 1954, 
Memorandum No. 7, November 1958, 


Hunt, G.H. and Goldstein, M., The Journal of the A.M.A., vol. 135, 1947, p. 904, quoted by Joseph S. 


Collins in ‘‘Group Practice, Existing Patterns and Future Policies’’, The Lancet, vol. 265, July 4, 
1953 pers2. 
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Because of the voluntary nature of group practice there exists a wide variety 
of forms of organization, sizes, methods of proprietorship and distribution of income. 
Some groups provide comprehensive medical care involving specialties and general 
practice while others are limited to purely diagnostic services and referred cases. 
Some groups are limited to special classes of clientele, such as contract patients, 
while others are sponsored by industries and non-profit foundations. 


b. Reasons for the Development of Group Practice and a Few Historical Comments 


Group practice is a natural outgrowth of the evolution in medical techniques 
and sciences, which allows a measure of flexibility in medical organization. During 
the last 50 years or so there has been a gradual but continuous change in medi- 
cine resulting from rapid scientific advances, specialization, development of new 
professions and vocations allied to physicians, greater reliance upon capital 
investment in expensive equipment, changes in the pattern of illness, composition 
of population, and requirement for closer co-operation among physicians in the 
provision of diagnostic and therapeutic services. Some of these factors have 
contributed to the greatly improved medicine of today but, at the same time, have 
resulted in the complexity and higher operating costs of medical practice making a 
solo practice somewhat obsolete. A doctor practising independently may not always 
be able financially to acquire all the modern equipment necessary for good medicine 
or to perform each professional and technical service because of incomplete knowl- 
edge, inadequate auxiliary staff, lack of opportunity for consultation with his 
colleagues or because of the pressure of time. 


The effective utilization of diversified medical manpower, expensive equip- 
ment and the economic provision of medical services are, therefore, the principal 
reasons for the development of group practice. 


The American Medical Association’s Committee on Research in Medical 
Economics published the booklet: ‘‘Group Medical Practice’’ in 1940 and indicated 
the following four main objectives of group practice:! 


**1, Increased professional efficiency in health conservation, and in the diagnosis 
and treatment of disease, secured through professional association, adequate 
equipment, and the co-ordination of the activities of physicians possessing 
differentiated skills. 


**2. Satisfaction of patients through continuity of relations with physicians, and 
through the convenience of obtaining medical services at a single center. 


**3, Realization of economy by means of efficient organization to furnish medical 
services and supplies at the lowest cost consistent with high standards of 
service. 


‘‘4, Proper compensation for physicians, adequate facilities for their work, and 
systematic opportunities for professional education and advancement’’. 


Quoted by Clark, Dean A. and Clark, Katharine G., in: ‘‘Organization and Administration of Group 
Medical Practice’’, p. 18. 
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Thus the specific objectives of group practice include personal convenience, 

economy, improved medical service to patients and better professional opportunities, 
improvement of working conditions and stabilization of income to physicians. 
Group practice is not only a method for providing proper distribution of adequate 
medical care on an efficient basis, butit is much more than an economic device, 
for it provides a means through which diverse skills and achievements of modern 
medicine are made available to the general public. 


Group practice is a unique medical organization confined to the United States 
of America and Canada following a general trend here towards larger enterprises 
and mass-production methods. It can be traced back to charitable and teaching 
hospitals and clinics. It had its origin in the dispensaries established in 
Philadelphia, New York and Boston in the latter part of the eighteenth century, 
which provided medical services to the poor. Later hospitals operated out-patient 
departments for indigent patients, in which a number of physicians were working 
tozether. “lowever, the basis upon which group practice developed in the early 
twentieth century was the development of hospital staffs and the use of the 
out-patient departments by medical schools, which showed the advantages of team 
work by doctors. The Mayo Clinic, estiblished at the end of the nineteenth century, 
played a dominant influence in establishing group practice, but the new groups 
that developed began to differ in their professional aims as well as in the eco- 
nomic aspects of organized medicine. 


Further incentive to the development of group practice was provided by the 
experience of doctors in the armed forces during orld War II, who worked together in 
larger medical units and were impressed by the advantages of group medical practice. 
In the United States the number of medical groups of three or more physicians 
increased three-fold between 1946 and 1959.1 In Canada there were 127 groups in 
1949 as compared with 187 in 1955.2 The greatest increases were in the provinces 
of Ontario, Saskatchewan and Manitoba. A survey of medical groups in this country, 
conducted by the Department of National Health and Welfare in 1954, revealed that 
about a quarter of physicians engaged in private practice in that year were associ- 
ated in various types of pgroups.* There were 877 yroups which have been classified 
as follows: ‘‘Clinic groups’’ (109), ‘‘Specialist zroups’’ (197), ‘‘General practitioner 
groups’’ (345) and ‘‘Other zgroups’’ (226).* There were 518 groups or over half of all 
877 zroups which had two doctors, and they comprised over a 1,000 physicians 
or just over a third of all doctors practising in groups. Approximately three-quarters 
of all groups had less than five members, and the physicians in these groups 
numbered under two-thirds of all physicians practising in groups. They were mainly 
general practitioners while the larger groups comprised mainly specialists.* A 


Thorlakson, P.H.T., a Report on ‘‘Provision of Medical Services Through Group Practice’’, 
submitted to the Royal Commission on Health Services, April 16, 1962, p, 13. 


2 Ibid, 


3 Department of National Health and Welfare, Research and Statistics Division, A Survey of Medical 
Groups in Canada, 1954, Memorandum No. 7, November 1958, p. 2. 


* Ibid.pp. 5. 
5 Ibid, p. 6. 
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large proportion of all groups were located in urban centres and the actual number 
of physicians in groups tended to increase with the size of locality. These findings 
are confirmed in Appendix 6-2, which shows geographic distribution of group 
medical practice, by size of group and size of community, for regions and Canada 
in 1960, These limited data were obtained from a survey of the Economics of 
Medical Practice conducted by the Royal Commission on Health Services in 1962. 


Small communities of less than 10,000 population in general can support 
only small groups of three to four doctors. Different sizes of group practice fit, 
however, into rural and urban communities and when strategically located may ime 
prove the supply of medical services, on a regional basis, because the group 
practice having specialists can serve patients from far away places. 


c. Types of Group Practice and Methods of Distributing Income 


Group medical practices may be classified according to the type of principal 
activity and scope of medical services provided, the ownership of buildings, 
facilities and equipment used and the categories of patients served. 


With the principal activity as a criterion, medical groups can be classified 
as follows: 


1, Complete service groups, or clinic groups which provide complete medical 
care encompassing the services of both general practitioners and specialists 
in the home, the office, and the hospital, to a continuing clientele. This form 
of group practice tends to be established in densely populated centres with 
good transport facilities. The number of specialties within a group is influenced 
by such factors as the size of community and the degree to which the group 
utilizes auxiliary personnel for routine diagnostic and treatment procedures. 


2. Reference groups, which mainly deal with referred cases by outside physicians, 


usually for a single illness. They are usually multiple specialty groups or 
clinics and ordinarily they do not provide complete medical care to a conti- 
nuing clientele and limit their scope to the provision of diagnostic and 
consultant services. 


3. Diagnostic groups, which consist of specialists and give little or no treatment 
service. Thus the physicians in such groups do not follow the progress of 
their patients. The public in general does not distinguish between functions 
of diagnosis and treatment and, as a rule, desires to receive complete medical 
care from the same medical organization. 


4. Single specialty groups, which consist of three or more full-time specialists 
of the same category, or related fields such as internists, radiologists, ortho- 
paedic surgeons, paediatricians, etc. For economic reasons these groups tend 
to locate in larger cities. 


5. General practice groups, which consist of general practitioners only. 
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From the viewpoint of the categories of patients served medical groups may 


be classified as follows: 


ue 


on 


Private group clinics, including physicians of several specialties, which are 
opened to the general public but also accept referrals from other doctors. They 
depend mainly on prepayment programmes. 


Full-time hospital staff groups, which combine the out-patient and in-patient 
services at the hospitals owned by the groups, and render services to the general 
public as well as to patients having prepayment insurance. 


Medical groups, which provide medical care to the employees and their 
dependents of a particular enterprise or to organized consumers’ co-operative 
groups, and the capital assets are owned by the employer or consumer. 


From the point of view of ownership of capital assets, groups may be classi- 


fied into three major categories: 


if 


Legal partnership with some physicians accepting the role of partners while 
others accept employee status. The provisions of the partnership include 
sharing of income, obligations of partners, vacations, sick leave etc. There are 
also departmentalized partnerhsips, where each department of a clinic operates 
as a team of two or more members, using the same facilities and sharing the 
net income. 


Sole proprietorship where one doctor owns all the assets and controls the 


practice while other physicians are employees and remunerated generally on a 
salary or percentage basis. 


. Corporation — an association of physicians under which a corporation owns 


the buildings and equipment while a medical group conducts and controls the 
medical practice of the clinic. The principal reason for this arrangement is 

a legal restriction against medicine organized along the lines of a corporation. 
Usually, the members who found the group are the main shareholders of such 

a corporation. The medical group leases the building and equipment from the 
corporation, which is governed by its by-laws and selects its management. 

In some cases, a medical foundation or institute may own all the capital 
assets. This corporation-medical group association ensures the continuity of 
the group in case of death, resignation, dismissal or retirement of member- 
doctors. 


Physicians do not usually have equal status within a private medical group 


from the standpoint of administration, ownership and income. Thus, senior members 
who originate a group, make decisions on administrative and personal matters, 
promotions, etc., while junior partners participate to a limited extent in the deter- 
mination of business and professional policies. Employee-physicians are usually 
excluded from management and receive straight salaries only. 


Some groups operate on the basis of fee-for-service only, while others receive 


mainly regular payments for services rendered to patients who have medical insurance 
under voluntary prepayment programmes or an industrial labour contract. However, a 
combination of the two sources of income is common. Since medical groups can, in 
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many cases, provide complete medical care for a substantial number of people, pre- 
payment plans which are based on a broad population foundation, are a natural 
concomitant of group practice. 


It is generally accepted that group practice is less remunerative than a successful 
solo practice, general or specialist, though income of physicians in group practices 
tends to be more stable. In addition they have other benefits such as financial security 
in case of illness, paid vacations and access to modern and expensive equipment. 


Incomes of individual physicians in group practice are influenced by such factors 
as type of specialty, doctor’s experience, length of service with a group, volume of 
services performed as measured by total consultations, examinations or treatments, 
popularity with patients and ability to attract new patients, degree of administrative 
responsibility, contribution to quality of service through research and additional 
education and mere skills, etc. Any financial arrangement within a medical group must 
aim at rewarding ability and effort, avoiding financial competition within the group and 
stimulating co-operation. 


The following are the main methods of income distribution: 


1, Sharing net income among members of a group based either on the equality 
principle or according to a point rating system. The latter takes into consid- 
eration some of the factors mentioned above in determining the size of income 
of a particular physician. The latter system also provides the necessary incentive, 
but it is difficult to set up and may cause dissatisfaction among the members of 
the group. 


2. Salary system, under which a salary is paid to new members of a group until they 
become partners or full members. It may fail to provide the required incentive for 
the more enterprising and well qualified junior partners unless advancement is 
given readily by the senior members. 


3. Fee-for-service method, under which each member of the group receives his own 
earnings less his share of the operating expenditures. This method tends to 
introduce an element of competition within a particular group. 


In practice, the above three main methods may be combined in various ways. 


It has been reported that in Canada in 1954 over one-half of reporting 
physicians (74 per cent was the response rate of all physicians in group practices) 
in any one type of group pooled their income; on the average, for all reporting group 
physicians, 20 per cent were on salaried basis, and another 5 per cent partly on 
salaried basis, and 20 per cent received ‘‘receipts from own practice’’. 


d. Advantages and Disadvantages of Group Practice 


Group medical practice, as a relatively recent development in the distribution 
of medical services, must be critically assessed from the viewpoint of both patients 
and doctors. More complete empirical studies of group practice in Canada are needed 
to provide a proper basis of evaluation as to its efficiency, professional desirability, 


1 Ibid, p. 74. 
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and its role in any reorganization of medical manpower to meet a future increase in 
demand for medical care in this country. The following comments are made with 
reference to group practice in general. 


Group practice offers some benefits to the patients that are professional, 
economic and sociological in nature. Complete treatment of a patient requires 
cognizance of his personal problems and social environment. It is claimed that 
‘¢ . the medical group can provide the most favorable environment for the consid- 
eration of health service in its entirety. Comprehensive health examinations, health 
education, solution of social and emotional problems, vocational advice, and special 
types of therapy call for resources and personnel which cannot be readily provided 
by the busy solo practitioner in his private office. Group practice of medicine can 
assume total responsibility for the individual patient and fulfil its complete obliga- 
tion’’.1_ Improved medical service is made available to a patient because he gets the 
pooled scientific knowledge and varied skills of all the members in a medical group; 
a larger group usually comprises the younger, recently trained physicians, and the 
senior, more experienced doctors, making collective experience and up-to-date training 
available to the patients; special diagnostic and therapeutic skills, facilities and 
methods are immediately provided when required; physicians are stimulated to follow 
modern medical achievements being subjected to the informal appraisal of their 
colleagues. Team-work is required because of the complexities of modern medicine. 
Fees charged to patients tend to be in line with fees charged by other physicians in 
the same community, but since group practice appears to be more efficient in the 
utilization of resources, personnel and material, the patients very likely benefit from 
a higher quality of service. In addition, patients save time and perhaps money, if 
they have to consult a few specialists. Group practice yields itself to various forms 
of prepayment plans and it may be located in smaller centres, thus increasing the 
availability of services, in particular, of specialists, to the patients in rural and 
small urban areas. 


These potential advantages are, to some extent, offset by certain drawbacks 
of group practice. The patient’s freedom of choice in the selection of his own 
doctor is somewhat impaired since he is limited to physicians wihtin a given med- 
ical group. On the other hand, it may be argued that, in fact, the patient is rather 
helped in making a rational choice of a doctor because under group practice he 
will be diverted to the physician who is best qualified to take care of his particular 
ailment. It is alleged that group practice implies ‘‘mechanized’”’ and ‘fassembly-line”’ 
medicine where every patient is exposed to long and expensive referrals, consulta- 
tions, laboratory and technical procedures that may not always be required. This 
would imply misuse of science resources. Being treated by a team of physicians, 
the patient is exposed to a scattered approach of each individual doctor for whom 
he is just a ‘‘case’’ while in fact, the patient’s personality is not really divisible. 
On the other hand, it is said, that a group usually assigns one of the doctors as 
the patient’s ‘‘personal physician” and the fact that several doctors are able to 
discuss the patient’s case with one another or with the family doctor ensures 
continuity and uniformity of medical care. 


1 Clark, Dean A, and Hapney, Cozette, ‘‘Group Practice’’, p. 2. 
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Physicians in group practice gain professional, educational, economic and 
practical benefits. A group can more easily afford to employ auxiliary personnel 
such as nurses, secretaries, managers, technicians and others, who relieve physi- 
cians of routine, time-consuming and “‘unproductive’’ work. Thus they can spend 
more time on their professional functions. They improve professionally by contact 
with each other and by sharing experience. They limit their work to those medical 
procedures for which they are most qualified. 


Group physicians having regular working hours can enjoy more time for leisure, 
undertake post-graduate studies, conduct research, attend conferences and plan 
vacations, without any loss of income. A group physician is under less economic 
pressure to take more patients than he can handle satisfactorily since, in most 
cases, his income does not depend directly on the number of patients he attends. 


Operating expenditures per group doctor tend to be relatively less than per 
individual specialist in the same community although group practice tends to have 
higher capital expenditures. Expensive equipment is used to its full capacity and 
duplication of facilities is avoided. A young doctor in solo practice cannot be ex- 
pected to purchase initially all the modern equipment required, to the disadvantage 
of his patients, while a group practice offers an opportunity to enter modern practice 
without a heavy professional capital investment and delay in establishing practice. 
It has been suggested that: ‘‘The usual spread between the individual practitioner’s 
gross intake and his net income is 40 per cent. Group practice can lower this spread 
to 30 per cent, sometimes more’’.? 


The economic incentives of a group doctor tend to merge with those of the group 
as a whole and hence he has no direct financial concern with the amount and quality 
of services he gives to patients. His professional incentives are relatively more free 
from financial considerations. Moreover, he is assured of a relatively stable income 
throughout his professional life unlike a solo practitioner who usually experiences 
wide variations in professional income during his active medical career. In addition, 
group physicians usually have retirement provision, security for disability due to 
illness and group insurance plans. 


There are also some disadvantages to doctors engaged in group practice. 
Group practice may lead to a narrow Over-Specialization; it may attract physicians 
seeking professional and economic security rather than excellence of independent 
practice, and it tends to restrict the individuality of the physician. He must abide 
by the decisions of the majority because team work requires conformity to group 
tules, These factors may adversely affect the independence of professional judge- 
ment and discourage professional progress. 


The salary method or sharing net earnings may not attract superior doctors 
who will probably do better financially in solo practice. 


The list of potential drawbacks of group practice both to patients and 
physicians suggests that this method is by nomeans a panacea for all problems 
involved in modern medicine. Despite this reservation, however, group practice 
may be considered as an alternative to a solo practice particularly in larger areas. 


: Davis, Michael M., ‘‘Medical Care for Tomorrow’’, Harper & Bros., New York, 1955, 
p. 146—47, 
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e. Canadian Doctors’ Views on Group Practice 


The Royal Commission on Health Services in its questionnaire on Medical 
Practice, asked the doctors to indicate ‘‘yes’”’ or ‘‘no’’ to three questions on 
group practice, whether it tends to: 


(a) Improve the quality of medical services? 
(b) Improve the availability of medical services? 


(c) Improve the working conditions of doctors? 


A statistical analysis of opinions on group practice expressed by the 
reporting physicians is shown in Table 6-1. 


This table suggests that Canadian physicians have firmly established views 
on group practice, as only a small proportion of the reporting physicians were 
undecided in their assessment of the various aspects of group practice. 


Sixty-five point five per cent of over 10,000 doctors replying to the first 
question have indicated that group practice improves the quality of medical 
services. It is of interest to note, however, that only approximately half of the 
physicians in solo private practice gave a positive answer to this question. Over 
90.0 per cent of physicians working in group practice were affirmative in their 
opinions on this aspect of group practice. 


Four-fifths of the respondents believed that group practice improves the avail- 
ability of medical services and even almost three-quarters of the physicians in solo 
private practice were of the same view. It is interesting to observe that over 90.0 
per cent of the reporting doctors thought that group practice improves the working 
conditions of doctors. This high proportion would suggest probably that group 
practice will further develop in this country. 


The views of doctors on group practice were also related to their age or years 
of practice. In general, the views of older doctors did not differ much from those of 
the younger ones though the older doctors seemed to be a little doubtful whether 
group practice improves the quality and availability of medical services and the 
working conditions of doctors. 


Finally, it appears from the table that a location of practice, by size of com- 
munity, had really no bearing on the opinions of the doctors with respect to these 
three aspects of group practice. 


f. Conclusions 


The patterns of medical practice develop with the evolution of medical science 
and techniques as well as with the changes in the scope and type of medical needs. 
It is, therefore, difficult to predict the future development of group practice. Its 
success will be determined by the attainment of a high standard of service, satis- 
factory doctor-patient relationship, efficient administration, research and educational 
achievements and a socially acceptable policy with regard to ownership of capital 
assets and physicians’ income. 
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The co-ordination of a medical insurance plan with a group medical practice 
would offer financial security to physicians, overcome the economic barriers that 
exist to the demand for medical services, increase availability of medical care in 
all geographical areas, and ensure efficient use of medical manpower and allied 
resources. 


Group practice may prove to be an important method in planning the supply and 
distribution of medical care on a local and regional basis. General practice groups 
located in geographically strategic communities would ensure more equal distribution 
of medical manpower between rural and urban areas, and meet a major part of the 
medical needs of the average patient. More complex groups, including specialists, 
could be planned on a regional basis. The size of any group would depend on such 
factors as population density, transportation and communication facilities, hospital 
facilities and others. Local planning and regional integration of medical markets 
would involve some adjustment in training of medical manpower and paramedical 
personnel, in order to equalize supply and demand for various categories of 
physicians and other auxiliary personnel. 


It has been suggested that a medium-sized clinic comprising approximately 
30 physicians could serve a centre of 25,000 to 30,000 population on the assumption 
that there should be one physician for 750 to 1,000 people and that a physician 
averages 300 working days a year.! The following distribution of physicians accord- 
ing to type of practice has been recommended:? 


Generali practice™ he AROS) Soe SS Eee E aa hale have yee? 
Obstetrics and gynaecology.......... Oe Sens cs ke sod Ce Cae otk Ces y: 
SUPPOLT yc ns cs ukialhs auiun ne oes Sisters dds tae naauels ene AS ovate aevdeen 
Ophthalmology 32.2415 olen oe SOR UENCE BAM RE EE Te Oe done Shae 
Radiology ...... ae aM hd Shales Ges, A. A BO Re 1 
Dermatology’: wens cease ie Ea eb ee et te ttt Barer aren he tih eset 1 
Cardinloe yy sins 6 assess oes Ba ALAS e\s we, 8 teaser che eae ee Pane ee 
Gastroenterology. sok. 25 ah seein bilan Lost oe sue ae puesta cues oe 
Otolaryngology lk cen en Cee ena sialabls So OR RRS tee ioe Z 
Pacdtatrics a... ret ee S euemreress Mee hit e tstaagajtent ‘Ripka ite tsar 1 
Grthopacdic surgery. ssw. vot heed ew caus aaa ae BR ay a 
Pamoloey 2. acs vcncote As eee Se ees AOE ER onat Ree ae rere 
LOtall cath cc cake tiiel PRs te ssc nseed jute . ack Bay ERR eS 


1 Sanders, J.P. and Nyberg, Charles E., ‘“‘Integration of the General Practitioners into Well-organized 
Private Group Practice Clinics’’, p. 74. 


2 Ibid. 
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3. Earnings of Physicians in Canada 


a. Some Economic Aspects to be Considered 


The adequate remuneration of physicians is a necessary condition for a suf- 
ficient supply of medical manpower and for the maintenance of high standards of 
medical care. Physicians, like other professional groups, are motivated not only 
by professional, but also by financial incentives in their activities. 


In a comparative analysis of professional incomes of physicians and those 
of other professional groups, it is perhaps necessary to stress certain specific features 
of the medical profession. The long and intensive training of physicians involves 
not only direct personal investment in education but also an inevitable postpone- 
ment of earnings. It is difficult, however, to estimate exactly to what extent the 
higher earnings of physicians are due to these ‘‘extra costs’’. In addition, the me- 
dical profession requires persons of relatively rare personal and intellectual abili- 
ties and it demands a development of special skills and long experience before a 
peak in earnings is achieved. The practice of medicine involves numerous occupa- 
tional hardships, hazards and specific mode of living. For ‘‘Medicine, indeed, in- 
volves less regular and longer hours, less personal freedom, the inconvenience of 
‘home’ calls at any hour of the day or night, and, consequently, greater physical 
and mental strain.’’!. Physicians, generally, are obliged to postpone marriage and 
the attainment of financial independence. It is perhaps impossible to assess quan- 
titatively the importance of the above factors and their impact on physicians’ ear- 
nings. 


Medical practice provides no economies of scale though some economic ad- 
vantages are offered through a group medical practice. The medical market is of a 
local nature and characterized by imperfect competition. There are real economic 
barriers and institutional factors governing entry into the medical profession, which 
may account for the slow adjustment of supply of medical manpower to a rapidly 
growing demand for medical services. Restriction of entry into medicine is open to 
different interpretations. ‘‘It may reflect, first, a public policy of raising the stan- 
dards of medical practice to levels that create a shortage in the relative supply of 
‘innate abilities’ needed for the medical profession; ... second, a related public 
policy of raising the standards of medical training to levels that are difficult for 
medical schools to meet and that make it impossible for the accredited schools to 
handle large numbers of students; or, third, a deliberate policy of limiting the num- 
ber of entrants in order to keep down the total number of physicians, that is, to 
prevent ‘overcrowding’ of the profession.’’? Thus, the length of medical training 
required, financial barriers in the case of some potential doctors, a licensing policy 
which implicitly aims at limiting the number of practitioners, and inadequate know- 
ledge of the real conditions of the medical market, may account for its imperfec- 
tions of competition and maladjustment of supply and demand for medical manpower. 


1 Friedman, Milton, and Kuznets, Simon, Income from Independent Professional Practice, National 
Bureau of Economic Research, New York, 1945, p, 130, 


? Ibid, p. 395, 
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The medical market differs from other markets because of the unique value of 
medical services to the individual and the community. These services are greatly 
‘“‘differentiated’’ because of the heterogeneous nature of the medical profession and 
also because medical services are highly ‘‘personalized’’. Hence the considerable 
differences in the prices of medical services and the variability of incomes amongst 
physicians. 


Differences in earnings within the medical profession reflect a number of fac- 
tors. The more important factors are: location of practice, type of major work, type 
of practice, length of experience, doctor’s reputation, personality, ability, social 
connections and the organization of practice. Adequate statistical analysis is pos- 
sible for only a few of these factors. Differences in earnings caused by location, 
type and organization of practice tend to persist and they account for the stability 
of relative income status amongst particular groups of physicians. On the other 
hand, length of experience causes variability of annual income over the physicians’ 
working lifetime. 


The relative increase in physicians’ income during the last decade or so is 
probably due to the general economic improvement of our society that resulted in 
greater demand for medical services, population growth, the higher productivity of 
physicians resulting from increased use of auxiliary personnel, modern equipment and 
improved transportation that enables physicians to see a higher proportion of patients 
in the office. 


Economic analysis of medical practice involves two basic problems, namely, 
the methods of payment for services rendered by physicians and setting of fees, 
and the level of income as affected by the various factors mentioned above. 


b. Factors Affecting Medical Fees and Methods of Earning 


In general, the effective range of medical fees is determined at the lower 
level by the operating costs of medical practice, and at the upper limit by the ability 
to pay plus the unique value of medical service to an individual. In exceptional 
cases a doctor may give free service. 


Medical fees, like most of other professional fees, tend to remain stable for 
a considerable period of time irrespective of changes in the cost of living, the 
general state of the economy and actual changes in the medical services market. 
The Canadian Medical Association publishes a schedule of fees as a guide to the 
profession. The latest one became effective as of January 1962 and, for the first 
time, fees were established not only for general practitioners but also for specia- 
lists. The schedule is used by practitioners as well as by the organizations which 
insure the cost of medical services. 


J. Backman, after having made a survey of the various professions, sugges- 
ted that the fee charged usually is determined by some combination of the follow- 
ing main factors: cost of service rendered (i.e., expenses incurred and time in- 
volved), ability to pay, value of service rendered (i.e., amount of money involved, 
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Savings to client, convenience to client and success or failure of producer’s per- 
formance, establishment of precedent), customary or fixed nature of fee, casual or 
established relationship with client and, finally, legal limitations? 


The precise combination of these factors will vary amongst physicians and 
with the same doctor it will vary over time as well as with respect to his particu- 
lar patients. The fee charged the average patient must be adequate to cover the 
pro rata share of operating expenditures that will include the cost of medical sup- 
plies, office rental, wages paid to auxiliary personnel, amortization of equipment 
and other capital assets and an adequate compensation for the time spent by a 
doctor. Moreover, a physician may use a sliding scale of fees, depending on the 
patient’s ability to pay as measured by size of family income and by size of com- 
munity. The criterion of value of service rendered to a patient is closely related 
to ability to pay. Convenience to the patient (i.e., doctor’s visit at home) also 
determines the size of fee. In general, the customary fee or fees suggested by the 
association within geographic areas and specialties practised may provide a list 
of minimum fees with the actual level determined by the various factors mentioned 
above. 


In evaluating and comparing the financial arrangements between physicians 
and patients, attention must be given not only to the fee schedules, but also to 
the method of payment which may affect the type, quality and quantity of medical 
Services as well as the professional income of the physician. In practice, it may 
be difficult to assess the connection between the method of payment and the 
doctor-patient relationship because the quality of medical care depends upon the 
doctor’s training, ability and experience. Nevertheless, he is susceptible to the 
conditions or auspices under which he works, or at least, his energy and interest 
are influenced by economic incentives. 


Basically, there are three methods of payment: fee-for-service, which is the 
principal method of remuneration of physicians in Canada, salary or salary plus 
fee-for-service, and the capitation or panel system under a national health scheme 
where the doctor is paid a fixed rate per annum for each patient on his panel whe- 
ther he is required to render service or not. This latter method is used in Great 
Britain. Some three-quarters of physicians in Canada obtain their earnings by fee- 
for-service method. 


It is argued that the fee-for-service system fosters a higher standard of ser- 
vice provided by physicians since it ensures a financial return in proportion to 
ability, training and the experience of the doctor. Moreover, it ‘‘... allows the 
evaluations of the market place as expressed by the actions of patients, the widest 
scope...’’ because the popular doctor will have many patients and a larger income 
and ‘‘...if the judgment of patients reflects a true evaluation of the relative pro- 


fessional skill... ’’ then the fee-for-service method operates ‘‘... to reward efficiency 


and promotes high standards.’’? In other words, it is claimed, that the pricing of 


z Backman, Jack, ‘‘Professional Fees: Factors Affecting Fee Setting in the Several Professions,’’ 
The Journal of Accountancy, vol. 95, May 1953, p, 555, 


2 Davis, Michael M., op.cit., p. 332. 
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medical services under the fee-for-service system, is determined by the forces of 
supply and demand mitigated but not removed by the occasional charity of physi- 
cians and the sliding scale of fees. In addition, the proponents of this payment 
system argue that this method is an important factor in the preservation of the 
personal relationship between patient and doctor, that it protects professional 
independence, and ensures freedom of choice to the patients. 


These probable advantages of the fee-for-service method are offset some- 
what by a number of disadvantages. Thus, for instance, it may be argued that this 
system places a premium on quantity rather than quality of medical services because 
the financial incentive ‘‘...meets the counteracting force of the doctor’s profes- 
sional standards which define what services the patient’s best interests would 
require; but there are cases where professional judgment about required services 
is evenly balanced and where the economic motive may enter unconsciously’’,} 

It may be difficult to identify the price and value of medical services because 
some people believe that the best services always cost more and, therefore, are 
prepared to pay more for them. The sliding scale of fees, based on the ability to 
pay, implies an indirect form of taxation and, in fact, there is no public participa- 
tion in the determination of the equitable distribution of the financial burden of 
illness. One writer has observed that ‘‘the sliding scale has the basic limitation 
that it can distribute costs only among sick persons of different economic groups, 
not among both the well and the sick. Furthermore, it places upon the physician 
the responsibility for deciding the patient’s ability to pay — a task frequently dif- 
ficult and often invidious for the physician’’.? It is also said that the fee-for-ser- 
vice method constitutes a barrier to preventive medicine because in the absence 
of a real physical distress there is no compelling reason to seek the doctor’s ser- 
vices. For many individuals and families, under the fee-for-service method, the 
cost of medical care raises two major problems; namely, the high cost of illness 
and the lack of care or delay in obtaining needed medical services. Needless to 
say, this adversely affects their efficiency. In some cases, physicians stand 
ready to offer free services, but charity can only mitigate the burden of sickness 
costs; it provides no real remedy. ‘‘The spirit of charity is not disparaged by ask- 
ing to what extent the principle of charity is sufficient to deal with the problem of 
sickness costs, which affects not only the destitute and those on the borderline of 
poverty, but also families of all income groups except the well-to-do.” °* 


It is estimated that 20 to 25 per cent of all active physicians in Canada are 
mainly remunerated on a salary basis although in addition to salary they may have 
also an opportunity to provide medical services on a fee-for-service basis. These 
salaried physicians are engaged in public health and preventive medicine at all 
levels of government service, in the armed forces, in industrial medicine, in hos- 
pitals as pathologists, bacteriologists, biochemists, radiologists or administrative 
posts, in research and teaching, in sanatoria, in rehabilitation centres or in medical 


1 Tpid. 
2 Ibid., p. 26. 


SVIibidiyape 25. 
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group practice. The salary is fixed on the basis of qualification, experience, age 
and ability. As a rule the salaries of physicians are lower than the professional 
incomes of independent practitioners because of the latter’s large capital invest- 
ment in building and equipment and the expenses of building up a practice. On the 
other hand, salaried physicians have certain advantages which are not reflected 

in their salaries, such as paid vacations, sick leave, insurance and pension bene- 
fits and periodic educational leave. The salary system of remunerating doctors may 
be said to promote high standards of medical care because by ensuring a predic- 
table income the physician concentrates on the continuity of high quality medical 
care, 


c. Average Total Net Income of Active Civilian Physicians 


The effective response rate of active civilian physicians to the Question- 
naire on the Economics of Medical Practice with respect to their earnings is shown 
in Table 6—2. 


A breakdown of reporting physicians between those in group medical prac- 
tice and those not in group medical practice is made because the major part of the 
subsequent analysis of doctors’ earnings is confined to those not in group prac- 
tice. The survey data may be considered as fairly representative since the percen- 
tage distribution of respondents, by province, for both the total number of physi- 
cians and for those not in group practice is within a narrow percentage margin in 
agreement with the actual distribution of medical manpower in Canada by pro- 
vince. The response rate of the Province of Quebec is the lowest with only about 
one-quarter of the physicians replying to the Commission’s questionnaire, while 
that of Prince Edward Island is the highest with approximately half of the provin- 
ce’s physicians replying. As for the remaining provinces, approximately one third 
of their physicians provided usable replies concerning doctors’ remunerations. 


As a measure of the level of income of physicians, classified by different 
variables, the arithmetic mean is used because the arithmetic mean, by definition, 
is the income each doctor of a particular category would receive if the total in- 
come of each category of doctors as a whole were divided equally; it provides, 
therefore, a convenient method for establishing patterns in the distribution of in- 
comes. 


Average total net income is defined here as net income before taxation, 
earned from independent medical practice, from salaried professional employment, 
plus other professional income such as income from a fellowship. Net income from 
independent practice represents gross income from medical practice less the opera- 
ting costs connected with the practice. 


Appendix 6—3 shows average annual total net incomes of active civilian phy- 
sicians, by source of income and by type of major work in which the reporting phy- 
sicians were engaged in 1960 for provinces and Canada. These data exclude phy- 
sicians in group medical practice. For each province, the actual total number of 
doctors in active civilian practice may be compared with the number from whom 
teplies to the questionnaire were received, but there is no way of knowing whether 
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the responding doctors are a representative sample of all doctors practising in a 

particular province. An additional limitation arises from the fact that there is no 
information on the actual distribution of physicians as between the various types 
of major work. 


Table 6—3 summarizes the data of the above appendix and it shows the ave- 
rage total net income of doctors in 1960 by type of major work, for provinces and 
Canada. 


Several important conclusions emerge from Table 6—3 subject to the 
above-mentioned limitations. The average income of specialists engaged in inde- 
pendent private practice, in the country as a whole, was approximately $5,000 
higher than the average income of general practitioners. This differential is due 
to the fact that the specialists have foregone income during additional years of 
training required and most of them live in larger cities where the costs of living 
tend to be higher than those prevailing in smaller localities. The average salary 
of specialists working in hospitals was lower than the average income of special- 
ists in private practice. The differential between the salaries of specialists and 
non-specialists working in hospitals amounted to $2,000. 


Incomes of physicians in private practice depend, in general, on the level of 
personal income of the people they serve, the degree of utilization of medical ser- 
vices and the level of fees. Incomes of general practitioners in British Columbia, 
Ontario and Manitoba, the provinces which had the highest personal income per 
capita in Canada in 1960, were higher than those in other provinces. This cor- 
relation is less evident in the case of specialists. The three provinces mentioned 
also have had the most favourable physician-population ratios in 1960 as compared 
with those of other provinces. The provincial differences in incomes of general 
practitioners were, however, smaller than the differences in incomes of general 
practitioners between sizes of community in which practice was located. This 
would suggest a greater geographical mobility of general practitioners between 
provinces contrasted with such mobility within a province. The incomes of gene- 
tal practitioners in the Province of Quebec were the lowest in the country and, 
probably, the language barrier hampers their inter-provincial mobility. 


Table 6—3 also indicates that independent medical practice tends to be 
more lucrative than salaried medical employment. Thus the incomes of doctors en- 
gaged in medical research amounted to only $8,940, in public health to $10,750, 
far below the average net income of general practitioners in the country as a whole. 
The incomes of physicians engaged in teaching and in industrial medicine appro- 
ximated that of general practitioners. 


It has been reported to the Commission that salaried physicians in the 
United States receive salaries approximately 50 to 70 per cent higher than Cana- 
dian salaried physicians.1 This fact is probably the main reason why Canadian 
physicians in the salaried group seek employment in the United States. 


1 A prief from Ontario Medical Association, May 7, 1962, submitted to the Royal Commission on 
Health Services, Appendix No. 4, p. 113, 
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It is of special interest to note the very low incomes of interns and residents 
in all provinces. The fact that the income of residents, who require four to five 
years of specialized training does not exceed $4,000 per annum might well con- 
stitute the most important economic factor in the recruitment of young Canadians 
into the medical profession. 


Table 6—3 also indicates that the average net income of physicians 
working in group medical practice in most of the provinces was higher than that of 
general practitioners. This is due to the fact that group practices are composed 
mainly of specialists. 


Appendix 6—4 indicates the average net income of physicians in group prac- 
tice and number of practices/doctors, by size of group, for provinces and Canada. 
Table 6—4 summarizes some of these data. 


TABLE 6-4 


AVERAGE TOTAL NET INCOME OF PHYSICIANS IN GROUP PRACTICE 
AND NUMBER OF PRACTICES/DOCTORS, BY SIZE OF GROUP, CANADA, 1960! 


Size of Medical Group Number of Average Net Income 
(Number of Physicians) Practices /Doctors 
$ 

LS MePeeEatelay = ches) slate ete sie keialsielsis; sievelevchat he geiiosc.« 90/ 270 18,490 

Jl 5 Show edd GID, N0 6 SO OOOO GIO OOD Gime S3/ mele Lis O 

SY SHO. SOD CeO AO.6.6 OO CIC ECR Cee 2h = 105 18,430 

Do BOSROO Od CAO CAO OOO ODO ORO 13Y/ eS 19,460 

7 om OS DOD GOTOH IOIOD 0 GHOORb OO Code 107 7G 15,480 

Sh 6 GoneHOG Nid SOG cc OG CIA eR RIOR IO ROR Ee 3/ 24 18,500 

2) RO, P.O GRO O10 CON CACIRE OCRIOO D 4/e9 36 17,860 

NG? 0 fio. ch AOS. 6 HOO GD Goo OOO DIOIar Oy eee 28,510 
LORANGTOVetrrercuctrcrstecickes! ss sie eis cit cies ete 16/ 301 21,910 
BE OtaILEH fatatehel secilels fans el «ig ehaler cue tel g/aharete ols 192/1,036 19,420 


1 Includes only those practices that responded, 


Sources: Royal Commission on Health Services, Questionnaire on The Economics of Medical 
Practice, 1962. 


The number of practices reported is perhaps too small to draw any definite 
conclusions. It appears, however, that physicians working in a group medical 
practice comprising 10 or more doctors enjoyed the highest average net incomes. 
Most of these practices were located in Western Canada. 


Appendix 6—5 shows the number reporting and average net income of general 
practitioners and specialists, whose income was derived from independent prac- 
tice only, for provinces and Canada. It appears that most of the reporting physicians 
confined their activities to private practice only. 


Table 6—5 illustrates the extent to which some reporting physicians 
depended for their incomes on both private practice and salaried professional ap- 
pointment. 
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TABLE 6-5 


PER CENT OF ACTIVE CIVILIAN PHYSICIANS IN PRIVATE PRACTICE AND ON 
SALARIED APPOINTMENT TO TOTAL. NUMBER OF REPORTING PHYSICIANS 
BY TYPE OF MAJOR WORK AND AVERAGE NET INCOME, CANADA, 1960! 


= Average Net |Average Income Total 
Type of Major Work Per Cen Income From for Salaried Average 
No, of Total Practice Appointment Income 
Count 
+ | Je 
%o $ $ $ 

Private Practice: 

Generalfoe. co sets ws 293 WS) 11,230 3,680 14,910 

SpecialiStere ce. crcke ctstere 616 26 17,160 4,610 PRAT TAQ) 
Internship: 

MJ UNTOLD rarer etere clcie over ete. c 2 1 2,050 2,900 4,950 

Se@nlonpetccry sc sheveieleteveiens 7 1 3,490 5,130 8,620 
Hos pital Staff: 

Specialists. ciesrstes 11 6 10,090 7,360 17,450 

Qthericr. ciavevers cscs ccete, stone 3 4 5,990 8,460 14,450 
Reseanchiversm acwoichetete cherers 6 4 4,970 9,490 14,460 
MEACHIN Gas seoreks cere overs evel © 19 19 E220 10,240 17,460 
PublictHealith tac co ce etstcr. S 6,000 6,180 12,180 
Industrial Medicine...... 9 5,920 10,160 16,080 
QENELENT. tever oney ete Sieerenetets 26 | 12 14,350 6,420 20,770 

IL 


1 Excludes partnership or group medical practice. 


Source: Royal Commission on Health Services, Questionnaire on The Economics of Medical 
Practice, 1962, 


Approximately one-sixth of the general practitioners and one-quarter of the 
specialists reporting combined private practice with some kind of salaried profes- 
Sional appointment. Their incomes were mainly derived, however, from private 
practice and were slightly higher than those of the general practitioners and the 
specialists shown in Table 6-3. 


It also appears that approximately one-fifth of reporting doctors engaged in 
teaching supplemented their regular salaries through private practice. The com- 
bined incomes of the physicians working in private practice and salaried appoint- 
ment were invariably higher than those shown in Table 6-3. 


d. Distribution of Doctors by Total Net Income Classes 


Appendix 6—6 shows the number and per cent distribution of the reporting 
doctors by total net income level in 1960 for provinces and Canada. Table 5—5 
Summarizes these data by total net income classes. 


About 1,230 doctors, or one-fifth of the total reporting physicians in 1960 
earned a total net income of $5,000 or less. Nearly 60.0 per cent of this income 
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group were interns and residents located mainly in Ontario and the Province of 
Quebec. Another one-fifth of the total reporting physicians earned a total net in- 
come within a range of $5,001 to $10,000. One-quarter of the reporting physicians 
in the Province of Quebec, Newfoundland, New Brunswick and Saskatchewan were 
within this income range. Approximately one-quarter of the total reporting physi- 
cians in Canada had a total net income within the $10,001—$15,000 income range. 
Another 16.0 per cent of the reporting physicians were within the $15,001—$20,000 
income class and the remaining one-fifth of the reporting physicians earned over 
$20,000. One-quarter of the reporting doctors in the provinces of Ontario and New 
Brunswick were in that income class, while for British Columbia, Nova Scotia and 
Alberta this proportion was one-fifth and for other provinces it was lower than that 
for the country as a whole. 


Table 6—7 illustrates the number and per cent distribution of the report- 
ing physicians by total net income classes and type of major work. 


Approximately one-tenth of the reporting general practitioners and 
specialists in private practice earned a total net income of $5,000 or less, and 
about half of general practitioners and one-third of specialists in private practice 
were within a range of $5,001—$15,000. Approximately one-fifth of the reporting 
general practitioners and over one-third of the specialists earned more than 
$20,000, In fact, more than half of the reporting specialists showed a total net 
income above $15,000 as compared with only one-third of the reporting general 
practitioners. 


Nine-tenths of the reporting interns and residents had a total net income of 
$5,000 or less. Two-thirds of the reporting physicians working in hospitals were 
in the range of $5,001—$15,000 and only approximately one-tenth earned more 
than $20,000. 


It is of interest to note that approximately one-quarter of the reporting 
doctors engaged in medical research and teaching earned $5,000 or less, 
approximately half of this category of physicians had a total net income ranging 
from $5,001—$15,000 and only 6.0 per cent earned more than $20,000. 


Four-fifths of the reporting doctors engaged in the public health sector 
and two-thirds of the doctors working in the field of industrial medicine were 
within the income range of $5,001—815,000. 


It is clear from the above analysis that private medical practice is more 
remunerative than other types of medical activities based on salaries. 


e. Z£ffects of Location on Incomes of Doctors 


It has already been stated that the provincial and regional differences in 
average total net incomes of the various categories of physicians tend to be 
less pronounced than the differences in incomes of the same categories of 
physicians, classified by the size of community in which their practice is located. 
It appears that the size of community has a greater influence on doctors’ incomes 
than the province or region in which the practice is located. It may be argued, 
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therefore, that the geographic mobility of physicians between provinces and 
regions has a levelling-off effect on physicians’ incomes throughout the country. 
Even more important in this levelling-off process is the choice of province by 
the new medical registrants. 


There is less geographic mobility of doctors between various sizes of 
community once a physician has chosen his location. It is, of course, true that 
with urbanization physicians have concentrated their practices in urban areas. 
There are some practical deterrents against a movement from one locality to 
another. It has been suggested that: ‘‘The uncertainties attached to beginning 
anew elsewhere, the capital needed to cover living expenses during the period 
of adjustment, and the direct costs of moving combine with inertia and habit to 
keep professional men from moving to new and possibly more advantageous 
locations. These obstacles are especially serious for men in independent prac- 
tice because of the capital value represented by an established practice, and 
the inevitably low level of earnings during the initial period in a new location.’’? 
Besides, lower incomes are characteristic of the older physicians who, for 
social and psychological reasons, do not move to a new community, and of the 
younger doctors who, for economic reasons, are often unable to move. On the 
other hand, physicians with ten to twenty years’ experience and earning higher 
incomes, have less incentive to change a place of practice. 


Appendix 6—7 shows average total net income from medical practice and 
salaried appointment of active civilian physicians, by type of major work in 
which they were engaged in 1960 and by the size of community in which their 
practices were located, for regions and the country as a whole. The same data 
for Canada are shown in Table 6-8. 


An examination of the appendix and table indicates that in practically all 
regions of the country the incomes of general practitioners and specialists 
located in rural areas were lower compared with those in urban areas. It also 
appears that the professional incomes of general practitioners in middle-sized 
(10,000 to 100,000 population) centres were higher than in very large cities. In 
part this can be explained by the fact that greater health facilities in large 
cities attract more physicians, and particularly, the younger ones. As for the 
specialists in private practice, their average total net income appears to increa- 
se consistently with the size of community. 


The differences in average income due to the size of community in which 
practice is located may also be explained by higher costs of living in larger 
cities as compared with rural and semi-rural areas. Physicians’ incomes are also 
likely to be affected by the level of incomes of their patients. In general, wages 
and salaries in larger centres tend to be higher than in smaller cities. In fact, 
higher incomes of people in larger centres account, in part, for higher incomes 
of physicians located in the same centres. In the absence of inter-community 
geographic mobility of physicians, higher incomes will not lead to an influx of 
practitioners that would reduce incomes. 


1 Friedman, Milton and Kuznets, Simon, op.cit., pp. 175-176, 
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TOTAL 6-8 
AVERAGE TOTAL NET INCOME FROM MEDICAL PRACTICE AND SALARIED 
APPOINTMENT OF ACTIVE CIVILIAN PHYSICIANS, BY TYPE OF MAJOR 
WORK IN WHICH ENGAGED IN 1960 AND SIZE OF COMMUNITY 
IN WHICH LOCATED, CANADA! 
Average Net Income and Size of Community 
Urban Areas 
Type of 
Major Work pe Less than 10, 000— Over 
Areas 10,000 100,000 100,000 
Population | Population | Population 
ts ae =}. lt $$ pe 
$ | §$ $ $ $ 

Private Practice: 

Generalvasrecmtisicrdaitere nil os 7008 12.550 14,020 15,540 13,280 

Specialist se snes s ++ 251 S,500 | 13,420 14,030 18,710 18,990 
Internship: 

WRINLOT Meets 3) sys 608.0, 635.6 sieberersve 1,680 2,780 1,830 1,640 1,700 

Seniots jc. eiekedsie'sistelai sac I] Axekely 2,420 6,830 3,280 2,790 
Hospital Staff: 

SPCCIANIS Gest oteteleisisisicesiel< sie) sual S550 9,860 8,740 15,110 13,510 

Otherite...... SSOGICOO COCOS1| LUAU 4,300 Up Ake 10,940 12,200 
Research... ... sO SRiOCIG 7,920 | 14,250 15,000 6,070 8,000 
ER SACHiiN Oraramcreratedenetel sis clelerels ose 13,250 8,280 — 13,350 13,440 
iPublicuHealthiycrsrsrs,si. <6 eerie) (PL O,040_ | LO180 8,130 9,870 11,550 
Industrial Medicine ......... 13,110 | 12,240 11,410 14,850 13,050 
CUI? 66.0006000005006 50 600C 13,260 9,640 12,220 12,140 14,190 
Not Stated..... olebiolp ORS Ot: 14,800 1,160 8,120 24,790 15,280 

bal es e 


Average net income excludes income from other professional activities. These data exclude part- 


nership or group practice. 


Source: Royal Commission on Health Services, Questionnaire on The Economics of Medical 


Practice, 1962, 


In case of interns, residents and physicians engaged in medical research 
and teaching, the variability of incomes shows a less consistent relation to 
size of community. This is due to the fact that their income, being based on a 
salary system, is largely independent of the community they live in. The same 


observation applies to physicians working in the public health field. The incomes 
of specialists working in hospitals are higher in middle-sized centres than either 
in smaller or in larger cities. The incomes of non-specialists also working in 
hospitals appear to increase consistently with the size of community. 


Appendix 6-8 indicates number and per cent distribution of general prac- 
titioners and specialists in solo private practice in rural and urban areas by 
total net income classes for regions and Canada. The same data for the country 
as a whole are shown in Table 6-9. 
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TABLE 6-9 


NUMBER AND PER CENT DISTRIBUTION OF GENERAL PRACTITIONERS 
AND SPECIALISTS IN SOLO PRIVATE PRACTICE IN RURAL AND 
URBAN AREAS, BY TOTAL NET INCOME RANGE, CANADA, 1960 


General ee: 
ike Specialist 
Average Income Range Practitioner 
Rural Urban Rural Urban 
$5,000 and less 
Number reporting.......2+0.. apdoopooo mo 255 161 3 110 
Per cent of total reporting ..... Deneley ake ia) 6 13 11 8 6 
$5,001 — 10,000 
Number reporting........... dususte) ceoustene chou 125 370 Vu 218 
Per cent of total reporting ..........ee- c 30 25 28 12 
$10,001 — 15,000 
Number re porting. cree cieiace ctolersleler als EO O10 121 378 ital 329 
Per cent of total reporting .......esseee. 29 26 28 18 
$15,001 — 20,000 
Number reporting.......... a aisiens: siete Sea sners 68 2511 8 378 
Per cent of total reporting ...sse+esss+oo. 15 18 21 P38 
$20,001 — 25,000 
Number reporting...........0. 0 cs eee 24 153 2 301 
Per cent of total reporting. .........c2cee0e 6 11 5 AW7, 
$25,001 and over 
Numberireportingacts sism «<lcleelere ice eieieisratens 30 138 4 466 
Per cent of total reporting ...... 3 aga Gabo G Us 9 10 26 
Total number reporting .........0.- 423 1,457 39 1,802 
haa 


Source: Royal Commission on Health Services, Questionnaire on The Economics of Medical 
Practice, 1962, 


Of the total 423 reporting general practitioners practising in rural areas 
almost three-quarters earned $15,000 or less compared with less than two-thirds 
of the total of 1,457 reporting general practitioners located in urban areas. 
One-fifth of the latter physicians had a total net income above $20,000 compared 
with only one-seventh of the general practitioners practising in rural areas. In 
the Province of Quebec 84.0 per cent of the general practitioners in rural areas 
earned $15,000 or less. 


A very small proportion of the reporting specialists were practising in 
rural areas and, therefore, no conclusions can be drawn from these limited data. 
But of the total 1,802 reporting specialists located in urban areas only one- 
third earned $15,000 or less while a little more than two-fifths had a total net 
income above $20,000. 
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TABLE 6-10 


AVERAGE TOTAL NET INCOME OF ACTIVE CIVILIAN PHYSICIANS IN PRIVATE 
PRACTICE, BY TYPE OF MAJOR WORK IN WHICH ENGAGED DURING 1960 AND 
LENGTH OF EXPERIENCE IN PRIVATE PRACTICE, CANADA! 


SSS SS Pe LS ee a eae ae | 


tit a Pena, Number Reporting Average Net Income 
. | aad 
$ 

General 

Less than 5)..... Go ADO QOeraree & ae oterere te 278 10,840 
SiO eves ceiye sysnaxeus eMebeelceexersicy sic) eharens tells 424 15,450 
VO Fae Arn acey cic where icles eieielers cs a iererenens Sih 290 15,870 
DSi UG otece:, arete stovaterlstorare BHOISTeT svete svenaran overs DS) 15,830 
DO LA eraterate cls ene ce eastsis selects ster ahse oe 141 15,640 
ZS mh 2 Oianote lene ove 5: evfetonsietevorerenats srabane aetenele 153 15,910 
SNOB. 5G GO Gio aro Sic BrG Oli ae CIOS ad 146 11,400 
Sis) ea Ci )h.6 Ss SERS OSG Gr Ines aise eae 89 LIST30 
40 and Over........ Ps i yet ra ag oe A 141 7,980 
INGtUStated Tt sretshauets revs shes te a tet stots Pattewaters 22 14,330 
Motalfand Average Vice « sets slsyeyele aie is eietete 1,917 13,870 

Specialist 

Wess than Ovke ss diaicieis clcclers cals wi cels are 6 SOLS DIS 12,910 
Siam etere sabe thet onedets wi svelte etsloloicis ie als.» cl 50 409 20,570 
VOR Arg 0o dicte tone ioxe i BOG GBD OO OF 386 24,560 
AES nl Os ctahay ouch oy sac hobcustalo. Ske <one sae ca)'s fondle oe 221 24,470 
DO PL AG HOE GED OOO AE DOO One dome e ae 122 21,390 
De Os BAS SUBD Oe Ob ORE DU OSD OOS 155 21,090 
SOMEP SAT she oie core os S.C OIE Satan er eho} « 109 20,490 
Sra OO er etoreniaiiel cvletors: c/o oh edetatePed eo: sretel <ehelroue, ots ih 17,600 
A\0) eystel OWSTS oc han OHO OOD OED o vers en 12,930 
INOS tatecmertertetctersie s | elesetete ts ovsie 4.015 ere we 35 16,290 
Totaland Average csccicc ccs ceas sss cae 1,866 20,300 


1 Excludes partnership or group practice. 


Source: Royal Commission on Health Services, Questionnaire on The Economics of Medical 
Practice, 1962, 


f, Pattern of Income and Years in Practice 


After spending many years in training, physicians and particularly speci- 
alists begin to earn relatively late in life; their highest lifetime earnings are 
received in a comparatively short period after training. The early years of their 
professional activities are characterized by relatively low earnings. This is due 
to the fact that some years usually elapse before a doctor builds up his practice, 
acquires experience and reputation. After this initial period he probably can 
charge higher fees and will, no doubt, increase the number of his patients. The 
upper limits to his earnings are determined by the number of patients he can 
handle, the size of the community he serves, the competition of other physicians 
and, above all, his age. Modern medicine demands extensive and up-to-date 
knowledge as well as physical dexterity and skill and, therefore, the physicians 
in the prime of professional life are at an advantage. Consequently, after a brief 
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interlude of low earnings, their remuneration rises rapidly and tends to remain 
level for a number of years and then gradually declines. 


In larger communities, where the patients have a choice of doctors, a 
young physician may appeal to some because of a presumption that he has the 
latest medical education and knowledge; a middle-aged doctor may attract other 
patients because of his experience and an older one because of his established 
reputation. Thus, ‘‘the relative incomestatus of physicians in varying practice 
periods depends on the relative strength of these motives; the general preference 
for middle-aged men leads to their receiving higher income’’,? 


Appendix 6—9 illustrates average total net income of general practitioners 
and specialists in private practice, by years of experience, for regions and 
Canada. The patterns of income and years in practice for these two categories 
of doctors for the country as a whole are shown in Table 6-10. 


It appears from this table that the pattern of income and years in 
practice tend to vary according to whether a physician is a general practitioner 
or specialist. During the initial period of practice of less than five years, average 
incomes of these two categories of physicians differed by only $2,070, being 
$10,840 and $12,910 respectively. After this period, however, the average 
incomes diverge considerably and the difference amounted to over $8,000 at the 
peak of earning. The rise of $7,660 in average income of a specialist during the 
next five years in practice was proportionately greater than the $4,610 in the 
average income of a general practitioner. But, the general practitioners reached 
their peak of earnings only after five years in practice and maintained it for the 
next twenty-five years. The specialists on the other hand reached their peak 
after ten years and sustained it for only the next ten years. 


On the assumption that a general practitioner begins to practice around 
the age of 25, it can be said that he will maintain his peak of earnings until the 
age of approximately 55 years, while a specialist begins to practice around the 
age of 30 and will maintain his peak of income until the age of approximately 50 
years. However, it is of interest to note that a specialist continues to earn more 
than a general practitioner to the very end of his active medical practice. 


Appendices 6—10 and 6—11 show respectively average total net income of 
specialists in private practice and of those not in private practice, by specialty 
practised and years of experience, for the country as a whole. 


Table 6—11 shows the patterns of income and years of experience 
of salaried physicians by type of major work. 


The sample basis of Table 6—11 is perhaps too small to draw any 
definite conclusion. It appears, however, that average net income of each cate- 
gory of salaried physicians increased gradually and steadily with the length of 
experience though less rapidly than that of general practitioners and specialists 
in private practice. 


1 Tbid., p. 256, 
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§. Income of Specialists 


The technical and economic reasons for a rapid extension of specialization 
in medicine during the last few decades and the geographic distribution of 
specialists have already been discussed in Chapter IV. 


The higher financial remunerations of specialists provide an economic 
incentive for this trend towards specialization to continue in the future. The 
Specialists earn a higher average income than general practitioners because they 
tend to concentrate in larger cities, possess higher qualifications and skills and 
begin their active professional career a few years later than general practitioners. 


Appendix 6—12 shows average total net income of specialists in private and 
non-private practice, by specialty practised, for regions and Canada. Table 
6—12 illustrates the income of the full-time specialists in various branches of 
medical practice, private and non-private, who reported in this survey. 


TABLE 6—12 


AVERAGE TOTAL NET INCOME OF CIVILIAN ACTIVE PHYSICIANS 
IN SPECIALIST WORK, BY SPECIALTY PRACTISED AND PRIVATE 
AND NON-PRIVATE PRACTICE, CANADA, 1960! 


Not in Private 
Practice 


Private Practice 


Specialty Practised Nauer Average Nanee Average 

Reporting Det Reporting et 
Income Income 

in 
$ $ 

AN ASStHES Lal ieausrcieueiereiay sie ie cous shi apeyes > aheus 139 16,600 21 9,600 

Dermatology and Syphilology ............ 38 16,500 = _ 
ORO TR INSUECOLY «io coriies cae aieys ane deslipin nw som 410 20,200 18 6,980 
Internal Medicine and Tuberculosis....... 266 18,540 46 11,860 
Neurology and Psychiatry............... 125 18,870 91 10,970 
ING@BTG SIT COP Vad Brats airs oh cshoiecin vie a © b.se0la nis 21 25,040 1 5,000 
Obstetrics and Gynaecology............. DR 20,770 4 7,630 
Orthopaedic surcerye asec oes ecu 52 23,100 1 4,000 
Ophthalmology and Otolaryngology ....... 163 24,190 8 8,140 
Paediatrics s. Wisc aw ee Gils cans ce ae eee 158 17,810 13 9,340 
Pathology and Bacteriology ............. 14 19,250 88 14,480 
las GiGisuree nye micierticr ae rarer. ie kai L3 25,300 3 2,830 
Diagnostic and Therapeutic Radiology”... 42 24,260 59 16,820 
OtherandeNot stated@an.y. asus ces eek 22,810 127 15720 
shotaleandpAverage: « .Weiuepeus cusiens sieges 20,280 | 480 bs 12,740 


Excludes partnership or group practice. 


Ld 


Includes 17 doctors in Therapeutic Radiology in private practice with an average total net 
income of $31,520, 


3 Includes such specialties as Physical Medicine and Rehabilitation, Public Health, Thoracic 
Surgery, Urology (50 doctors reporting in private practice with an average total net income of 
$29,900), Industrial Medicine, Allergy, Cardiology, Cardiovascular Diseases, Gastroenterology, 
Haematology, Proctology and Biochemistry. 


Source: Royal Commission on Health Services, Questionnaire on The Economics of Medical 
Practice, 1962, 
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Table 6—12 shows that the incomes of specialists in non-private 
practice were, in every specialty practised, lower than the incomes of specialists 
in private practice. 


The highest earnings of specialists in private practice were in the follo- 
wing specialties: therapeutic radiology ($31,520), urology ($29,900), thoracic 
surgery ($25,960), plastic surgery ($25,330), neuro-surgery ($25,060), and 
ophthalmology and otolaryngology ($24,190). 


4, Operating Expenditures and Capital Costs of Medical Practice 


On its survey of the Economics of Medical Practice, the Commission 
received over 4,200 usable replies concerning annual operation expenditures 
incurred during 1960 by general practitioners and specialists engaged in solo 
medical practice and over 1,000 usable replies from physicians practising in 
medical groups. As in the case of replies dealing with earnings, not all replies 
conceming operating expenditures could be used in the different parts of the 
subsequent analysis thus reducing the effecive response rate for various 
sections of the analysis of annual operating expenditures of medical practice in 
Canada. This rate is shown in Table 6-13. 


TABLE 6-13 


PER CENT RATE OF RESPONSE TO 1962 QUESTIONNAIRE ON 
ANNUAL OPERATING EXPENDITURES INCURRED BY ACTIVE 
CIVILIAN PHYSICIANS IN 1960, FOR REGIONS IN CANADA 


Physicians, Gi Questionnaire Response 
T 
Number-of Reapondeats Per Cent Rate| Per Cent of 
of Response Canada 
Region Per |Not in In Not in Not in 
Number Cc 
ent | Group | Group T Group T Group “ 
Prac- | Prac- otal Prac- otal Prac- otal 
tice tice tice tice 
+ —— t +-——— 
Atlantic 
Provinces...... 1,574 We 341 75 416 21.6 | 26.4 8.0 7.9 
Quebec ........ 6,067 28.3 | 1,022 50 | 1,072 1628 el7o7 24.3 20.3 
Ontario 2 se ae es 8,120 37.9 | 1,680 309 | 1,989 20.7 | 24.5 39.9 37.6 
Prairie 
Provinces...... 3,428 16.0 521 433 954 DPA le Ares) W258? 18.1 
British 
Columbia ...... 2,245 10.5 450 203 653 20.0 | 29.1 10.7 TOES 
Not Stated ..... & = 199 = 199 pe, = 4.8 3.8 
21,434 | 100.0 | 4,213 | 1,070 | 5,283 19.7 | 24.5 | 100.0 | 100.0 
a\Z pies Ae —— ds 


Source: Directory of Canadian Mailings Limited, 1962, and Questionnaire on The Economics of 
Medical Practice, 1962, Royal Commission on Health Services. 
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The survey data may be considered as fairly representative because the 
percentage distribution of respondents, by region, is within reasonable limits in 
agreement with the actual distribution of physicians in Canada by region. The 
noticeable exception is that of Quebec. The response rate of this province is the 
lowest with only about one-sixth of the physicians replying to this part of the 
Commission’s questionnaire, while the remaining regions provided usable replies 
conceming doctors operating expenditures to the extent to one-fifth or more of 
their actual number of physicians. 


A breakdown of reporting physicians between those in group medical 
practice and those in solo medical practice could not be made for all sections of 
the analysis of operating expenditures because of the difficulties in the inter- 
pretation of composite returns supplied by individual doctors on behalf of 
partnerships or groups with which they were associated and, therefore, indi- 
vidual doctor’s expenditures could not be determined in all cases. Consequently, 
only a partial comparison is made of operating expenditures of physicians in 
group medical practice with those in solo medical practice. 


All physicians were asked to indicate their annual operating expenditures 
on specific items in accordance with their bookkeeping records and to provide 
total current operating expenses incurred in 1960. 


a. Operating Expenditures of General Practitioners and Specialists 


Appendix 6—13 indicates average annual total operating expenditures of 
general practitioners in solo private practice and average expenditures on 
Specific items incurred by reporting physicians in 1960 for regions and Canada. 
The average annual total operating expenditures of general practitioners, in the 
country as a whole, amounted to $7,450. They were $6,560 in the Province of 
Quebec, $6,700 in the Atlantic Provinces, $7,080 in the Prairie Provinces, while 
in British Columbia and Ontario they were highest being $8,510 and $8,060 
respectively. The principal factor accounting for the lower operating expendi- 
tures incurred by general practitioners in the Province of Quebec and the Atlantic 
Provinces were the relatively smaller expenses on the paramedical and 
clerical staff. These expenses accounted for 5.5 per cent in Quebec and 11.0 
per cent in the Atlantic Provinces of the average annual total operating expen- 
ditures as compared with 27.2 per cent in British Columbia and 19.1 per cent in 
Ontario. Wages paid to clerical staff per physician were somewhat lower in 
Quebec and the Atlantic Provinces as compared with those in British Columbia 
and Ontario. Expenses connected with office rental were also considerably 
lower in the two former regions as compared with those in British Columbia and 
Ontario. 


Table 6—14 indicates average annual total operating expenditures of 
active civilian physicians, by items of expenditures and by type of major work 
in which the reporting physicians were engaged in 1960 for the country as a 
whole. 
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Table 6—14 indicates a small difference of about $400 in the 
average annual total operating expenditures incurred by general practitioners 
and specialists being $7,450 and $7,890 respectively. There are, however, some 
differences in the patterns of operating expenditures between these two catego- 
ties of physicians. Thus, for instance, general practitioners spent proportiona- 
tely more on the medical and surgical supplies and services and relatively less 
on paramedical and clerical staff as well as on office rental as compared with 
similar operating expenditures made by specialists. Average expenditure on 
technical and clerical staff per reporting general practitioner was lower than that 
made by reporting specialist, reflecting the demand for less qualified personnel 
on the part of general practitioners. Average office rental expense per reporting 
general practitioner was also lower than that of specialist, reflecting a general 
practitioner’s requirement for a smaller office Space. 


Appendix 6—14 illustrates average expenditure on specific items per 
reporting specialist physician and shows the average annual total operating 
expenditures for certain categories of specialists. The latter data are shown in 
Table 6-15, 

TABLE 6-15 


AVERAGE ANNUAL TOTAL OPERATING EXPENDITURES OF SPECIALISTS BY 
SPECIALTY PRACTISED, CANADA, 1960? 


i a ee eae ee ee 


Average Total 
Specialty Practised Operating 
Expenditures? 
$ 

ERE SION ASEY TERIA) SAU TEAR: Te > RO nD ean I Mai ee de. 4,400 
Dermatology and syphilology ....... sce) omene uals fe Kekalls (euaen Sueke (eskeiarcie Tae 8,240 
General surgery ..... city Ait Mes Gaol ccc ic aR DEMO eh Ave oo Aes oe ll 7,680 
intermalimedicine and tuberculosig. | 6.50% 6s aac ccs us cam eeuees . 7,690 
Neurology and psychiatry ......... DO ROLL ROKER: GROTH OIG CIO Te 5,950 
{a OSTESEEE SS a Se, OR Ee Sgn A ee a een Se a 7,460 
Opetetmcc and svnaccoldey, © West sao csc ns srundne & wvtiieeu oa ae ae 8,560 
OrmiOpaedec SIC COry <cdies os v's kets sais s ee Oe et ee 8,950 
Ophthalmology and’ otolaryngology se. 2. eh Se ae 9,930 
Paediatrics istic. ce here mits ee Tiakie fekaie, tal soeeadaeuar Mahe ORM eMeaye to4 LIGIS 8,130 
PamoLery gd bacteriology day siasGs « Baecact acest. ASAI ee ae 6,140 
Diagnostic and therapeutic radiology .......cccceccecscceveces 11,610 
RON OSVgE ce sorets-cotehs spunea! stakiue ore hess tS SMO CLEP See ee ne ee 9,750 
Othewandimnot stated? oc. vec tins con oe ee ee ee 8,200 

AES DEC alles ai. sacks castes bia! bs cc ictdiieacee ect Lee - 7,390 

ue 


Excludes partnership or group practice. 


Average annual total operating expenditures were obtained by dividing total operating 
expenditures by response count. 


wo 


Includes such specialties as allergy, cardiology, cardiovascular diseases, gastroenterology, 
proctology and biochemistry, physical medicine and rehabilitation, plastic surgery, public health, 
thoracic surgery and industrial medicine. 


Source: Royal Commission on Health Services, Questionnaire on The Economics of Medical 
Practice, 1962. 


240 ROYAL COMMISSION ON HEALTH SERVICES 


Relatively high average annual total operating expenditures of specialists 
practising in diagnostic and therapeutic radiology, ophthalmology and 
otolaryngology and urology were due to proportionately higher expenses incurred 
by these specialists on medical supplies and services and on paramedical and 
clerical staff. 


Table 6—16 shows the reported total practice expenditures per 
doctor in group medical practice, by size of group, for Canada in 1960. 


TABLE 6-16 


REPORTED TOTAL PRACTICE EXPENDITURES PER DOCTOR, BY SIZE OF GROUP, 
FOR CANADA, 1960 


Number | Number Mean Medes 
Group Size of of Reported Reported Range 
Dractices | Doctors Expenditures | Expenditures 
Per Doctor Per Doctor 
- ae T 
No. of doctors $ $ $ 
3 96 238 9,190 8,550 2,370 — 32,470 
4 31 124 10,480 8,040 1,290 — 39,810 
5 23 115 12,750 8,300 5,500 — 36,230 
6 10 60 11,130 10,850 5,520 — 24,500 
7 10 70 12,970 11,930 7,430 — 23,570 
8 2 16 7,410 7,410 5,810 — 9,010 
9 3 27 10,430 9,700 6,640 — 14,950 
10 3 30 14,280 14,770 12,930 — 15,140 
10+ 17 340 LS 2.0) 14,490 8,570 — 22,830 
All group sizes ... 195 1,070 1350 10,810 | 1,290 — 39,810 
I 


Source: Royal Commission on Health Services, Questionnaire on The Economics of Medical 
Practice, 1962. 


The figures used to prepare this table were taken from the ‘*total 
current operating expenses’’ reported in a composite return supplied by an 
individual doctor on behalf of the medical group with which he was associated. 
There were reasons to believe that automobile operating expenses were not 
included in a number of replies because of differing methods of allocating such 
costs of medical practice. On the other hand, in other cases, assistant’s fees 
reported obviously included Salaries paid for physicians regularly employed by 
a medical group. In view of these discrepancies it is difficult to make a really 
valid comparative analysis of operating expenditures and relative economic 
efficiency of physicians in group practices and of those engaged in solo 
medical practice. 


Tables 6-14 and 5—16 show that the average annual total operating expen- 
ditures of physicians in group practice were higher than those of solo specialists. 
This was mainly due to proportionately higher expenses on para-medical and 
and clerical staff as well as on office rental incurred by physicians in group 
practice as compared with the similar expenditures made by specialists. Average 
absolute expenditures on nursing and technical staff per reporting physician in group 


241 


ECONOMICS OF MEDICAL PRACTICE 


“7961 


faorjoBig T8otpayw Jo sotwou0ag ayy UO siTeUUOTISAENO ‘SadTAIag Yea uO UOTSSTUIWIOD [ehoy :adino0g 
*yunoo asuodsal [e}0} Aq sainjytpuedxa Butjerado [e303 Jurpratp Aq paute}qo sem oinjtpuaedxe a8e190Ae TBIOL ¢ 


*o38 ‘sasuedxa adrtjjo Snosuelleostw ‘saaj uoTJeToOsse ‘sasuadxa 


UoTJUaAUOD ‘amjIpusedxa Tenprsay ; 


*90T}0eI1d dnoiZ so drysiauyed ut suetotsAyd soepnjoxg 1 


cS Soe ees | 1 ae TT awe 
OLb‘L$ OE ‘8$ OTE‘L$ 0€6‘9$ * ein}tpuedxe a8e1aae | ejOL 
L°CS Or9'T SOL 00°C? oss‘T 9G 0°02 OEs‘T 9CE c’sT O0€‘T viv see eeeees ~sesuedxe Jayjo TV 
6'T 06€ Sb T°? O6€ T6T T'S Ocr Scr C'S O8E 89T ** Tey1deo pamodsog uo 3sel9jU] 
Ona 068 069 c‘Or 098 ecb bel 086 9CE Sao 046 80 "** *dxe Butjzeredo attqowojny 
6'T 09S eLt T°? Oso ert kes O19 Cor O'r os9 S8T eee se EY OULD ESET 
S°Z 089 CLS OZ OCL BSS €°8 O9ZL £87 L°6 0c8 OSE ee ee OT COW OILY, 
L‘T OSZ Sve Lok OLE 9C7 on OE? SZL bt KG 86T Teens ses sInjJTUINy SOTJO 
8°C OSE Oly 9°C O9€ 9S 9°S OSE Tor OS OLE 90C steeeess Juewudrnbes teorpayy 
s9OUBMOTTS uot erOaidaq 
6'bl OTEe'T 8S 8°Cr OTE'T OSE VL OIT‘T 8st SES: OSZ 8Ic et om ce oe 6 TEIWe2 SoTT@ 
S°c O8Z SOT I'v Of1-1 bel vv OOT‘T ToT O°e 0S6 S6 "eeeeceeees s*S$8az S.JUBYSISSY 
VL oss‘T Tvz S°8 OTL‘T IZT VL 079‘T SIT $7s Oee'T ver Teese TeyjO puke Teorie,D 
oat O8T‘Z Te 8°0 OT8‘T 8T 8°0 O8z‘T OT (Ga 06L‘T 6T ‘St ee eee TESTU oT, 
0°OT O8r'~ L0G £°6 078'7 €cr e939 092‘7 CL 6°S OTZ‘% 62 ee a ae Se SOT Saray 
sJJB}S 0} S9BeM JO SoTIeTeS 
Ser O€T'T €19 b'9oT Ovs‘T 6LE L°EG 0L6‘T 60€ TLE OST ‘Z LLE OS Bere oe Ee MSIOTATOS 
pue sariddns yeorsins ‘;eorpey 
% $ % $ % $ % $ 
at 7] r = 
ee ein}t peek oIn}T et ain}t Pasa: ein}t 
-pusdxy -puedxq But Spud sa -puedxq SUT |-pusdxq -puedx gq Sut |-puedxq -puedxq SUT 
eBeIIAY aus -}odey | ese1say Sux -JIoday|eseisay aut -Jloday | ed e19ay Sut ey1oday 
Bee re mean ered eee Fae aloete| saesedg| 220 PACER ECE Toy | Senet 
fog a2ZeIBAV a og eIOAY 19g aselsaAy 134 eS BIDAY SoiInjtpusedxy 
if Me ie But}e1edQ jo sway 
p89-junoD asuodsay Ovp-junOD esuodsay a 7SE-JuNOD esuodsay 
uoT}je[ndog uoT}ye[ndog uot}eIndog O€p-}uN0D esuodsey 
000‘00T 4949 000‘00T — 000‘0T 000‘OT wey} ssay 


seoiy ueqigq 


seory [einy 


10961 ‘VAZVYNVO ‘GHLVOOT HOIHM NI ALINQWNOD JO AZIS GNV SHANLIGNAdXa AO WALI AG 
‘AOILOV&d IVOIGAW O'TOS NI SHYUNOILILOVAd IVAANAD AG GHAANONI SHANLIGNAdXA ONILVNUdO IVANNV BDVYNAAV 


L£t-9 A1aV1 


242 ROYAL COMMISSION ON HEALTH SERVICES 


practice were lower than those made by reporting specialists, probably, reflec- 
ting some economies in utilization of paramedical personnel employed by group 
medical practices. 


b. Operating Expenditures and Location of Practice 


Table 6—17 shows average annual operating expenditures incurred by 
general practitioners in solos medical practice according to size of community 
in which their practice was located. 


Table 6-17 indicates only small differences in average annual 
operating expenditures of general practitioners whether located in rural or urban 
areas. There are, however, some differences in the pattern of expenditures. 
Thus, for example, average absolute operating expenditures and the percentage of 
average total expenditure on medical, surgical supplies and services decline 
consistently with the increasing size of community in which practice was 
located. This would suggest that a general practitioner in smaller localities, 
where there are fewer drug stores, distributes the required medical supplies. 
Salaries and wages paid by general practitioners to paramedical and clerical 
staff increase proportionately with the size of community of practice suggesting 
a greater use of auxiliary personnel by physicians in larger centres. It is also 
apparent from Table 6—17 that office rental expenses increase relatively 
and absolutely with the larger sizes of localities in which practice was located. 


Appendix 6—15 indicates the number and percentage distribution of general 
practitioners and specialists engaged in solo private practice, by level of annual 
operating expenditures in 1960 and by rural and urban areas, for regions and 
Canada. 


Table 6—18 summarizes the main data of this appendix for the country as 
a whole. 
TABLE 6-18 


NUMBER AND PERCENTAGE DISTRIBUTION OF ACTIVE CIVILIAN PHYSICIANS 
IN SOLO PRIVATE PRACTICE, BY LEVEL OF ANNUAL TOTAL OPERATING 
EXPENDITURES AND RURAL AND URBAN AREAS, CANADA, 1960 


General Practitioner Specialist 
Level of T 
O es Rural Areas Urban Areas Rural Areas Urban Areas 
perating | a3 
Expenditures Response| Per |Response| Per |Response| Per [Response| Per 
Count | Cent Count Cent Count Cent Count | Cent 
al! + iE a = 
Less than $2,000 ... 26 6 43 3 3 9 aa 4 
$ 2,001 — $ 5,000 .. 127 30 387 26 8 24 387 Di 
$ 5,001 — $10,000 .. 178 41 684 46 17 50 852 46 
$10,001 — $15,000 .. 70 16 250 17 5 15 355 19 
$15,001 — $20,000 .. 22 5 63 4 1 3) 96 5 
$20,001 and over ‘i, 2 44 3 - - 73 4 
sotals favecvcct. ars 430 100 1,471 L 100 34 hh 100 1,834 100 


Source: Royal Commission on Health Services, Questionnaire on The Economics of Medical 
Practice, 1962. 
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Approximately three-quarters of reporting general practitioners and speci- 
alists located in rural areas or urban areas incurred $10,000 or less operating 
expenditures in running their medical practices and approximately half of the 
reporting physicians were within $5,001 to $10,000 range. 


c. Employment of Paramedical and Clerical Staft 


Table 6—19 shows the number of paramedical and clerical staff 
employed by general practitioners and specialists in solo private practice and 
by physicians in group practice. 


TABLE 6-19 


EMPLOYMENT OF NURSING, TECHNICAL, CLERICAL AND OTHER STAFF 
BY GENERAL PRACTITIONERS AND SPECIALISTS IN SOLO PRIVATE 
PRACTICE AND BY PHYSICIANS IN GROUP PRACTICE, CANADA, 1960 


a 


Staff 
Type of Major Work Response Clerical 
Count Nursing | Technical and Total 
Other 
General Practitioner ......... 1,940 
Number ofestatt “caceks.o. 571 91 806 1,468 
Mean number employed 
Petndoctor al... Rees sehles 0.3 0.05 0.4 0.8 
Spe cialis te sccvermnvevanns ee ee 1,889 
Number of staff 531 132 959 15622 
Mean number employed 
DET AOCLOr tet tse ss 6 0s: ) 0.3 0.07 0.5 0.5 
Groupy Practices des: csi sess 953 
Numbergof statfiv tntocc. «cs ae 478 PAP) 744 1,494 
Mean number employed 
PETE OCTO Fa A nenatevsbeueiel cena nepews 0.5 0.3 0.8 1.6 


1 Number of staff employed divided by response count. 


Source: Royal Commission on Health Services, Questionnaire on The Economics of Medical 
Practice, 1962. 


It is evident from this table that physicians in group medical practice rely 
to a larger extent on the services of the auxiliary personnel than do general 
practitioners and specialists. For each doctor in solo private practice there was 
nearly one person assisting him in dispensing medical services, while for each 
doctor engaged in medical group practice there were one and a half persons. 
This confirms the previous finding that physicians in group practice incurred 
relatively greater expense on paramedical and clerical staff. 


Appendix 6—16 illustrates the number and mean number of auxiliary staff 
employed by general practitioners by various sizes of community in which their 
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practice was located. It appears that general practitioners in larger centres rely 
to a greater extent on such staff than those located in rural areas and small 
cities. 

Appendix 6-17 indicates mean number of auxiliary staff employed per 
specialist by specialty practised, for Canada as a whole. Specialists in the 
fields of orthopaedic surgery, ophthalmology and otolaryngology, paediatrics and 
diagnostic and therapeutic radiology employed one person per doctor. 


d. Capital Costs Involved in Medical Practice 


Due to technical development in modern medicine large capital investments 
became necessary. Such investments have been made partly by physicians themselves, 
if they are engaged in solo practice, partly by commercial organizations, which 
supply buildings, offices, laboratories to physicians on a commercial basis, 
and partly by religious and other non-profit organizations, which provide hospital, 
clinical and laboratory facilities to many private doctors. 


Table 6—20 illustrates the average depreciated value of capital 
assets of general practitioners and specialists in solo private practice and of 
physicians in group practice at the end of 1960 for the country as a whole. 


TABLE 6—20 
AVERAGE DEPRECIATED VALUE OF CAPITAL ASSETS USED IN 
MEDICAL PRACTICE AT END OF 1960, CANADA 
Average Depreciated 


Type of Major Work Number Reporting Value of Assets per 
Reporting Physician 


att 

General practitioner .......ceceeeeseooes 1,070 $ 8,840 
Specialist |. .pcieuscrchers eerie Pelekenelvikereneredstoncl« 1,003 6,160 
Group practice ...cscccecresseescce cscs 683 4,460 


——— 


Source: Royal Commission on Health Services, Questionnaire on The Economics of Medical 
Practice, 1962. 


It is of interest to note relatively higher average depreciated value of 
capital assets per reporting general practitioner than that of the specialists and 
of physicians practising in group practice. Table 6—20 suggests that in 
group practice there is an economy in sharing equipment and buildings among 
physicians. 


Table 6-21 shows the average depreciated value of capital assets of 
general practitioners by size of centre in which practice was located. 


Actually there appear to be no large differences in the average capital 
investments made by general practitioners because of location of practice. 


Appendix 6—18 shows average depreciated value of capital assets of 
specialists in solo private practice, by specialty practised, at the end of 1960 for 
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TABLE 6-21 


AVERAGE DEPRECIATED VALUE OF CAPITAL ASSETS OF GENERAL 
PRACTITIONERS IN SOLO PRIVATE PRACTICE AT END OF 1960, 

BY SIZE OF COMMUNITY IN WHICH LOCATED, CANADA 
$e 
Average Depreciated 
Size of Community Number Reporting Value of 

Capital Assets 


RRUralGayecae tote etree ae ite were ls Pelee seek be 265 [ $ 8,920 
Urban; less than 10,000 .......... RO OU Sc ‘ 204 9,530 
Urban 05000100, 000m nya. cen ere aie Keita hike 252 9,160 
Urbanvovers100;000) geese 6 Dias neuecsisuetela cen Soul 8,150 


Source: Royal Commission on Health Services, Questionnaire on The Economics of Medical 
: Practice, 1962. 

the country as a whole. The largest capital investments were made by 

specialists in the following fields: diagnostic and therapeutic radiology, 

anaesthesia, obstetrics and gynaecology, general surgery and urology. 


Table 6—22 indicates the average annual capital expenditure 
made by physicians in 1960. 


TABLE 6-22 


AVERAGE ANNUAL CAPITAL EXPENDITURE ON PURCHASE OF NEW BUILDINGS 
AND/OR EQUIPMENT BY GENERAL PRACTITIONERS AND SPECIALISTS IN SOLO 
PRIVATE PRACTIC® AND BY PHYSICIANS IN GROUP PRACTICE, CANADA, 1960 


Average 
: Response Numb er Average Expenditure 
Type of Major Work Clant Reporting Expenditure per Reporting 
per Doctor? Dodkor 
General practitioner .......... 2,102 640 $ 930 $ 3,060 
SPEC TAUTUSt Mc stakeus suexe, 6: spouse cdehoxe!. «te 2,080 504 670 2,750 
SL OUPPPRA CEL CO waeeanerehonlereirenetehelre eens 1,070 468 720 1,640 


1 Total capital expenditures reported divided by response count. 


Source: Royal Commission on Health Services, Questionnaire on The Economics of Medical 
Practice, 1962. 


This table confirms the previous finding that general practitioners 
were making the largest capital investments in operating their medical practice, 
while physicians in group practice were making the lowest capital expenditures. 
This, once again, suggests some economies in operating group practices. 


5. Methods and Costs of Establishing Private Practice 


This section is concerned with the methods and cost of establishing 
practice and source and amount of funds used to establish practice initially. 
The statistical data used in the subsequent analysis apply only to medical 
practices that were established since 1956. 
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a. Methods of Establishing Practice 


Table 6—23 indicates the way general practitioners and specialists 
in solo and group private practice have started their practice. 


Table 6—23 indicates that out of 615 reporting physicians, general 
and specialist, engaged in solo private practice in 1962, about 100 or 16.0 per 
cent have taken over existing practice, 480 or nearly 80.0 per cent have 
established new practice and only a very insignificant number of about 30 have 
started their practice under a contract with either community organizations, 
like municipality, industry, etc., or partnership or group practice. On the other 
hand, out of 375 reporting doctors, engaged in group practice in 1962, 
approximately 80.0 per cent have started their practice under the auspices of 
partnership or group. 


It appears also that the tendency to move from solo practice to group 
practice is stronger than the opposite tendency. Out of 375 reporting physicians 
in group practice, 77 or 20.0 per cent gravitated from solo to group practice, 
while only 19 doctors or 3.0 per cent of the total 615 in solo practice in 1962 
started their professional careerunder the auspices of group practice. 


b. Costs of Establishing Practice 


Appendix 6-19 shows the average initial capital cost of establishing 
practice and additional net cost in subsequent years incurred by general 
practitioners and specialists in solo private practice, by item of expenditure 
and size of community, for the country as a whole, commencing in 1957. Table 
5-24 summarizes the main data contained in this appendix. 


TABLE 6—24 


AVERAGE TOTAL INITIAL CAPITAL COST AND AVERAGE ADDITIONAL COST OF 
ESTABLISHING PRACTICE BY GENERAL PRACTITIONERS AND SPECIALISTS IN 
SOLO PRIVATE PRACTICE, BY SIZE OF COMMUNITY, CANADA, COMMENCING 1957? 


General Practitioner Specialist 
Urban Urban Urban Urban 
Year of Areas Areas Areas Areas 
Practice Rural Under | 100,000 | Rural Under | 100,000 
Areas | 490,000 | and over | ATC8S | 100,000 | and over 
Population|Population Population|Population 
$ $ $ $ $ $ 
First year. <6 0s. ce 5,530 5,740 5,540 _ 5,030 4,030 
Second year....... 1,640 1,300 1,720 1,690 1,190 
Mhirdiyear. 2-4-6 1,040 1,220 2150 - 900 1,290 
Hourth year! <6... 26 620 680 1,580 — 420 790 
Pi fthvy.ear ts. «wena ot 340 250 380 — 530 410 


ails 


1 These averages were obtained by dividing total expenditures reported by total response count. 
Source: Royal Commission on Health Services, Questionnaire on The Economics of Medical 
Practice, 1962, 
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Table 6—24 suggests that there are no special differences in 
initial and subsequent capital costs in establishing medical practice as between 
general practitioners and specialists. In general, the initial capital expenditure 
involved in starting a medical practice came to about $5,000, in the second 
year of practice additional capital costs amounted to $1,500 and it gradually 
declined to a few hundred dollars by the fifth year of practice. 


There appear to be no special differences in capital costs, initial and 
subsequent, because of the various sizes of community in which practices were 
located. 


c. Financing the Opening of Practice 


Table 6—25 shows the source and amount of funds used to 
establish practice initially by general practitioners and specialists in private 
practice by size of community, for the country as a whole, during the years 


1957-61. 


It appears from Table 6—25 that approximately $6,500 to $7,500 
were needed to establish a medical practice initially. This initial amount of 
funds needed was not perceptibly influenced by the size of community. 
Approximately three-quarters of the initial funds were obtained by way of a loan 
from relatives, bank or other sources. Personal financial resources accounted 
for the remaining quarter of the initial funds needed. A debt of about $5,000 per 
physician in starting a practice does not seem to be particularly burdensome in 
view of the level of income indicated in the early part of this chapter. 
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CHAPTER VII 


Evaluation of Supply and Demand for 


Physicians in Canada 


1. Adequacy of Medical Manpower 


“In the field of medical care, a shortage in personnel or in facilities is 
conceived of as the difference between the numbers available to render service and 
the numbers needed. The use of need as the standard of adequacy is common to all 
discussions of medical care, both technical and popular, and is adhered to with 
remarkable consistency.’’! There is almost universal agreement that adequate and 
good medical care should be available to all people, regardless of economic status. 
The care of the medically indigent attests to the validity of this general proposi- 
tion. 


Appraisal of medical manpower requirements, current and future, is a contro- 
versial subject because there is a wide range of premises which can be set forth 
with some degree of logic and acceptability as a basis for measuring the national 
physician requirement. Moreover, there is no theoretical framework for the analysis 
of medical manpower demand, The very concept of adequate medical care and hence 
adequate medical manpower does not mean any precisely defined quantity or quality 
because it is ‘‘... in a continuous state of flux varying with what is being achieved 
and what is generally thought to be available.’’? For these reasons there is no really 
definite and generally acceptable estimate of the current adequacy of doctors in 
Canada. 


There is the ‘‘medical’’ approach to adequacy of medical care, i.e., a ‘‘conserv- 
ative and reasonable standard which members of the medical profession regard as 
sufficient and appropriate’’.? According to this method, it is necessary to estimate 
the probable incidence of injuries and diseases for each age and sex group in the 
population and the quantity of services required for each category of sickness, This 


Klarman, Herbert E., ‘*Requirements for Physicians, Economics of Medical Care,’’ 
The American Economic Review, vol. XLI, No. 2, May 1951. Papers and Proceedings 
of the Sixty-third Annual Meeting of the American Economic Association, December 
27—30, 1950, p. 633. 


Somers, H.M., and Somers, A.R., op. cit., pe 138. 


Lee, Roger I., and Jones, Lewis Webster, The Fundamentals of Good Medical Care, Chicago: 
1933, Pe 111. 
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can be then translated into a medical manpower requirement. It has further been 
argued that ‘‘The need for medical care is a medical, not an economic concept... 
It can be defined only in terms of the physical conditions of the people and the 
capacities of the science and art of medicine to deal with them’’,? 


In fact, however, economic considerations cannot be disregarded, Medical 
care, useful as it is, cannot by itself be the only object of consumption. Equally 
important are adequate nutrition, good housing, health education, etc., all of which 
make positive contributions to people’s health. Economic allocation of resources is 
as essential in health and medical services as in other industries. Further, it may 
be argued that from the standpoint of national economic welfare, medical personnel 
and facilities cannot be, under the present conditions, given an absolute priority 
because our society needs more scientists, technicians and other highly skilled 
personnel, Thus, it would appear that to calculate adequacy of medical care and of 
medical manpower simply in terms of medical needs may not be entirely satisfactory. 
On the other hand, actual current utilization of medical personnel and facilities may 
be used as a basis of calculations, on the assumption that this utilization is deter- 
mined by the economic capacity of a community. This does not mean, however, that 
a standard of need must be abondoned because ‘‘... the most practical method of 
ascertaining a standard of need today is to study the utilization experience of 
known populations who receive comprehensive medical services by paying moderate 
insurance premiums’’ and, if need is accepted as a standard, it ‘‘... implies a 
willingness on the part of physicians, hospitals, or the community to underwrite a 
level of demand corresponding to the standard of need’’,? Otherwise it would 
involve maladjustment in the allocation of resources. 


Requirements for physicians are usually estimated on the basis of physicians 
to population at selected points of time. Apart from the difficulties of using the 
physician-population ratio discussed elsewhere, there is a question as to what do 
we know of the adequacy of medical manpower at any selected date? However, the 
estimates of shortages may be made using the provinces with the best physician- 
population ratios as a yardstick for the rest of the country. Naturally, if a system 
which will provide greater medical insurance coverage is introduced, or if physicians 
are subsidized in ‘‘under-doctored’’ regions and areas, a physician-population ratio 
which would have been adequate under present conditions would not be adequate 
under the changed circumstances. 


The medical profession tends to make estimates of the shortages of doctors 
on the basis of counting communities capable economically of supporting more. 
However, if need is accepted as the basis for determining requirements for medical 
services, then the market mechanism cannot perform the test of adequacy of medical 
manpower because, as shown in previous chapters, there exist shortages of 
physicians in rural areas, 

Other methods in evaluation adequacy of medical manpower include an intra- 
professional comparison of supply and of earnings, as well as of relative change in 


1 Ibid. 
? Klarman, Herbert E., op. cit., pps 644—45. 
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physicians’ earnings with those of gainfully employed people; a comparison of 
medical fees with consumers’ price index; an analysis of the proportion of family 
expenditure made for the physicians’ services to total of such expenditures, and, 
finally, personal medical care expenses may be analysed with respect to the agegre- 
gate consumer expenditures, and other aggregates of the national income accounts. 


It has been suggested that if the standard of need for medical services (inclu- 
ding preventive, diagnostic and therapeutic services) is accepted then it is best 
measured under these conditions: (1) services are comprehensive in scope; (2) they 
are available to a population; (3) they are freely used by patients; (4) total services 
are subject to over-all supervision by physicians; (5) the limit on total services 
rendered is set by the available medical resources that can be purchased at 
reasonable prices by a known outlay; and (6) the size of the outlay must be related 
to the economic capacity of the population served.? 


2. First Approach — Physician-Population Ratios 
Many numerical estimates of the need of physicians are framed in physician- 
population ratios as a measure of the medical manpower needed in proportion to the 
TABLE 7-1] 


ESTIMATED REQUIREMENTS FOR PHYSICIANS, 
FOR PROVINCES AND CANADA, 1961 


Required 
Number of Required 
Number of | Physicians | Deficit | Number of Deficit 
Province Physicians | at National or Physicians or 
1961! Physician— | Surplus at Ratio Surplus 
Population 1:804? 
Ratio 1:857 
a= += 
New froundlandive.ics cise «ee. 230 535 = 305 570 - 340 
Prince Edward Island....... 91 122 - 31 130 ~ 39 
Novalscotia® ss... s ie atehels as 706 861 - 155 917 <ul 
INEMBErUNS WACK ne siatd cre eee 455 699 —- 244 744 a PRA, 
(CUIEYNS Gachoncooopone OSOOC 6,167 6,138 ar RS) 6,541 ce Se! 
OntariOw, 2. 75.stc cis sce actor eketere 8,040 7,278 fn OW. 1,155 ‘3 285 
Manitobarectete scree NGOS ACO I 1120 1,076 ae 44 1,146 = 26 
Saskatchewan eas. coniccaco 951 1,080 = 129 eiGal - 200 
Avibertameeca striae Ooi Breos 1,356 17555 - 199 1,657 - 301 
British Columbia. ce selectors 2E150 1,902 + 248 2,026 +. 124 
Yukon and 

Northwest Territories..... 24 44 Ss AG 47 = 23 
Canadar cece eta cee. 21,290 21,290 | 1,083 22,684 “i -1,394 


1 Census data. 


“ Average physician—population ratio of Quebec, Ontario, Manitoba and British Columbia, whose 
ratios were more favourable than the national ratio of 1:857. 


1 Ibid., pp. 636-37. 
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size of the community. The physician-population ratio implies a static situation 

of demand and use of medical services. The present ratio may be considered as a 
minimum essential to maintain the health of the Canadian people although it does 
not make allowance for actual volume of services and it assumes a degree of 
homogeneity of both physicians and population, which, in fact, they do not possess. 


Tavle 7—1 indicates the maldistribution of physicians in Canada and 
shows deficits in medical manpower as they existed in 1961. 


It is clear that if the national physician-population ratio of 1:857 were to pre- 
vail throughout the whole country and thus an equitable distribution of medical 
manpower were to take place, approximately 5.0 per cent of the physicians would 
have to move from provinces in central Canada and British Columbia to the Atlantic 
Provinces, Saskatchewan and Alberta. 


If the present pattern of distribution is allowed to continue, it is perhaps true 
that there will be a gradual improvement in some parts of the country but, in 
general, the gains will come in those provinces which already have a relatively 
advantageous physician-population ratio while the present shortage of doctors in 
less developed regions of Canada will continue as in the past. It should be obvious 


TABLE 7-2 
PHYSICIAN—POPULATION RATIOS IN SELECTED COUNTRIES, 
1950 — 1962 
Yy 4 3 c 5 ' ‘ United United eC : 
ear rance sermany taly Kingdom States4 anada 
WISOS Arn bo Oo dd Bok 115290 NESS) _ - USHES = 
NB aSahgandoacodact {21, 180 —~ 1:816 1:1,143 1:770 1:976 
MOB AB Solo Oe OIG ied, 132 1:762 = = — 1:968 
MOSS snot ststercetersPouslissoue 1:1,124 e753 aa = 1:766 1:960 
LOS Aw ac tvonsystonseeucievs take 1:1,C91 AS = aa — 1:955 
NOOS BRS Gia hols Soe see) VERON 1:742 = = 1:758 1:934 
TOS O! eesrere aireiieveheitsie ale 1:1, 034 e733) 1:691 — = 1:928 
LOWE AIS diy een ORI OO AOS 1:729 _ = FANS) 1:920 
MOSS tas cusses SHOR EKCIOTS 1: 1,004 1:734 oy 124,035 = 1:905 
VOD OMe perereietstsierelapsssys 131,003 12725 = — 1:749 1:893 
TOGO Fo erstehs or otere ses _ 75 1:608 OS? 1:754 1:879 
MOG Wivcs oa letotevencto) oy- _ = — oS 1 1:857 
1962 Ain Oo OL ahs = - = = 1:736 1:866 
Sources: ! Statistical Year Books of France. 


> 


5 


U.N. Statistical Year Books. 
1950—1953, U.N. Statistical Year Books, 


Excluding Eastern Germany and Berlin, Statistical Year Books of Germany. 


1955— 1962, Health Manpower Source Book, 
Section 14, Medical Specialists, U.S. Department of Health, Education, and Welfare, 
Public Health Service, 1962, Table 1, p.3. 


1951 and 1961, Census data; 1952—1960, C.M.A.’s Survey of Provincial Licensing 


Authorities; C.M.A.’s brief on Future Requirements for Physicians in Canada, submitted 
to the Royal Commission on Health Services, October 27, 1961, pe3; 1962, Canadian 
Mailings Ltd., Toronto, 1962. 
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by now that we require some planning, on a regional or national level, if all our 
people are to have access to medical services on an equitable basis. It might be nec- 
essary to institute a planned use of physician resources through subsidization of 
doctors in less economically developed parts of the country. 


If all provinces of Canada were to have a supply of physicians similar to what 
existed in the provinces with the best physician-population ratios, there would be 
a shortage of about 1,400 doctors in Canada as of June, 1961. All provinces, except 
Ontario and British Columbia would have had a deficit in their 1961 supply of 
doctors on the foregoing criterion. 


For a nation with one of the world’s highest living standards, our medical 
manpower seems to be inadequate and its distribution is far from equitable. To 
argue that there is no deficiency in the national supply of physicians or that it is 
not likely to occur in the future because of rapid increase in productivity of doctors, 
is to fail to acknowledge that any increase in the individual doctor’s efficiency is 
more than offset by increased demand for his services. 


Comparative physician-population ratios for major countries of the westerm 
world are shown in Table 7—2. 


Fven if one allows for sparseness of settlement in Canada, it appears that in 
population per physician Canada compares less favourably with other countries 
except the United Kingdom and France. 


3. Second Approach — Volume of Services 


To supplement the physician-population ratio approach, refinements in the form 
of patient-visits load approach may be used in assessing the present and future 
requirements for physicians, The physician’s performance is measured by counting 
patient-visits per annum and no attempt is made to assess quality of his perform- 
ance, Quality of service is related to how well the job is done and to the skills and 
specialized training of a physician. As such it does not render itself to a statistical 
interpretation. This fact creates a reasonable objection to using demand for services 
as a basis for estimating physician requirements, ! 


Patient-visits load, however, is a useful index for determining the demand for 
medical care and medical manpower because it indicates the number of individuals 
seen by a private practitioner and measures his performance under modern standards 
of diagnosis, therapy and prevention. 


It is somewhat difficult to apply national averages of volume of medical 
services received and provided by a doctor in private practice for regions and areas 
because of economic and other differences in the characteristics of regions and 
local areas, For this approach attempts to measure actual utilization of physicians 
z Bachman, George W., ‘Method of Measuring Physician Requirements, with Appraisal of Former 


Methods,’’ The Brookings Institution, Washington 6, D.C., May 1955, Reprint No. 5, from the 
Journal of the American Medical Association, June 4, 1955, vol. 158, pp. 375—81, p, 10. 
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and it assumes that all provinces are comparable in their education, economic and 
social composition and, therefore, the demand for medical services will be similar. 
In fact, it must be acknowledged, not all members of a regional community are recip- 
ients of medical services. The extent and type of services received vary because 

of age, sex, income and other characteristics of the regional population. 


It may be useful to calculate physician requirements with reference to the 
actual effective demand (volume of services received) as well as to non-effective 
demand (or need). Table 7—3 summarizes the calculations of requirements for 
physicians in private practice, for provinces and Canada, as of June 1961, both 
with respect to effective and non-effective demand. 


Table 7—3 clearly indicates an inequitable distribution of physicians 
in private practice as between provinces. The deficit provinces include the Atlantic 
Provinces and Saskatchewan and Alberta, 


If unmet demand for medical services were to be satisfied, it would appear, 
that there were 3,900 more physicians needed in private practice in 1961, assuming 
that economic and other barriers were to be eliminated and equitable distribution of 
physicians in private practice were to take place throughout the whole country, 


4. Inter-Professional Comparison of Earnings and Supply in Canada 


An inter-professional comparison of the average incomes of various profes- 
sions over a period of time may lead to evidence of a national shortage of manpower 
in a particular profession whose income has increased more than that of other pro- 
fessions. This fact would suggest a maladjustment in the conditions of supply and 
demand. Professional income differentials may be accounted for by the difficulty of 
entry into a profession or may indicate that monetary remunerations are necessary 
to compensate for some professional disadvantages (long training) or to induce an 
adequate supply of qualified persons to satisfy a strong demand for given profes- 
Sional services or that productivity of a given professional group has increased 
disproportionately, 


Net incomes of physicians, lawyers, dentists, consulting engineers and 
architects and accountants during the years 1946-1960 are shown in Appendix 
7-1. The information is taken from ‘‘Taxation Statistics,’’ published by the 
Department of National Revenue, For the purposes of this comparative analysis of 
eamings of various professions, professional income means income or fees received 
from the independent practice of a profession for profit. In the case of physicians 
these statistics apply only to those in private practice. 


All five professions are characterized by a considerable degree of stability of 
relative income status. However, while the average annual income of physicians and 
dentists invariably increased every year between 1946 and 1960, indicating that, 
generally, demand for dental and medical services does not seem to fluctuate with 
the general economic conditions of the country, the average annual incomes of the 
three professions, being more sensitive to economic conditions, fluctuated slightly. 
Taking 1951 earnings as a base, dentists increased their income by 100.0 per cent 
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between 1951—1960, consulting engineers and architects by 90.0 per cent, 


physicians by 72,0 per cent, while accountants and lawyers by only 46.0 per cent 
and 50.0 per cent respectively. 


Table 7—4 shows the three-year average annual professional income 
of the five occupations being examined. 


The three-year average annual professional income of consulting engineers 
and architects increased by 116.0 per cent between 1945—48 to 1958-60, and the 
corresponding percentage for dentists was 111.0, physicians — 110.0, and lawyers — 
88.0. These were relative changes in respective professional incomes, Absolute 
change may be measured in dollars, Thus, physicians increased their three-year 
average annual income by $7,630 in the period under review, consulting engineers 
and architects by $6,915, dentists by $5,650 and lawyers by $5,562. It should be 
noted that the three-year average annual professional income of physicians was 


highest in both the 1946—48 and 1958-60 periods amongst the professions 
considered. 


TABLE 7-4 


THREE—YEAR AVERAGE ANNUAL PROFESSIONAL INCOME 
EARNED BY SELF—EMPLOYED PHYSICIANS, LAWYERS, DENTISTS, 
CONSULTING ENGINEERS AND ARCHITECTS AND ACCOUNTANTS, CANADA, 


1946-1960" 
1946—48 | 1949-51 1952—54 | 1955—57 1958—60 
I als | | 
$ $ $ $ $ 
Medical Doctors & Surgeons ... 6,945 8,667 10,014 11,761 14,575 
GhanGeweacircns farce cterciencts eie¥ene ens 1,722 1,344 1,750 2,814 
GMOANVIES Beano SOU DCO OUOSOOTe 24.87% 15.5% 17.5% 23.9% 
ILENAAES ai OOD OO PD OO 6,350 8,421 8,435 10,637 11,912 
Ghan gegen cleisrt -isionsy soe eneker oT sis 2,071 14 2,202 275 
C7 GNANSe  eleicle aie slelelerelaleterstenorele 32.6% 0.2% 26.1% 12.0% 
IDISARISES SGaO Oe OCbdOGC area teiere 5,077 ests) 6,638 8,465 10,727 
Ghangeucecricet ra ereks Sie vere ores 498 1,063 1,827 2,262 
07, CHANG Sues a eielate sto crele efelore Starts 9.8% 19.1% 27.5% 26.7% 
Consulting Engineers & 
Architects .....-. Riiate tictete rales 5,960 8,793 9,247 11,682 12,875 
Changer dase ae ee see ee Satenenette 2,833 454 2,435 1,193 
% Change ...ccececcscccoese F 47.5% 5.2% 26.3% 10.2% 
Accountants .... Brose clotetetate - - 6,953 8,764 9,876 
@hangew seis ister PRBS GO OOOOS = = 1,811 1,112 
Cate CMe telsisisiers iis eke Sratevetay’s - - 26.0% 12,7% 
Bi 


=! 


—_ 


1 For purposes of these statistics, the Department of National Revenue has defined professional 
income as income or fees received from the independent practice of a profession for profit. Thus, 
professionally-qualified persons employed on an annual salary basis by a company, government or 
institution are excluded. Income figures were derived by dividing the total professional income by 
the number of taxable returns. 


Source: Taxation Statistics, Annual Reports, 1948 to 1962, Department of National Revenue. 
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Table 7—5 shows the percentage distribution of the five professions under con- 
sideration, by average annual professional income classes, for 1960. 


It appears from Table 7—5 that physicians and surgeons in private 
practice have proportionately more respresentatives in the higher income brackets 
than the other comparable professions. This is especially true for the group in the 
$20,000 and under $25,000 net income per annum bracket, In the income group of 
over $25,000 the proportion of physicians, consulting engineers and architects is 
approximately the same. Nearly half of the reporting physicians earned a net pro- 
fessional income of $15,000 or more as compared with one-third of the reporting 
lawyers and consulting engineers and architects, and less than one-third of the 
other two professions, 


TABLE 7-5 


PER CENT DISTRIBUTION OF PHYSICIANS, LAWYERS, DENTISTS, CONSULTING 
ENGINEERS AND ARCHITECTS AND ACCOUNTANTS, BY AVERAGE ANNUAL 
PROFESSIONAL INCOME RANGE, 
CANADA, 1960 


Consulting 


Professional Income Phy- ; Engineers | Accoun- 
ae Lawyers Dentists 
Class sicians & tants 
Architects 
| T + SIE 
To % % % % 
Less than $5,000 ............ 9.6 Wy 1S icc 24.5 
$5,000 to under $10,000...... 23.6 31.2 30.8 29.0 34.8 
$10,000 — under $15,000 ..... 20.1 20st 28:5 20.2 18.5 
$15,000 — under $20,000 ..... 18.1 TRG 72 eD 9.3 
$20,000 — under $25,000 ..... 11.9 6.9 7.0 6.5 Sal 
D2 UOO ENOVOE. ge fs 's sa 16.7 13.0 4.2 15.3 7.8 
Number of Taxable Returns ... 14,013 7,195 4,381 2,019 4,119 
Jl 2 a 


Source: Taxation Statistics, 1962, Department of National Revenue. 


Appendix 7—2 illustrates the growth of selected professional and technical 
occupations in Canada between 1931-1961. Professional and technical 
occupations, as a whole, steadily increased in absolute numbers as well as a pro- 
portion of the total labour force. Physicians and surgeons decreased their percent- 
age of total professional and technical groups from 4.2 per cent in 1931 to 3.4 
per cent in 1961. On the other hand, doctors, as a percentage of the total labour 
force, increased from 0.26 per cent in 1931 to 0.32 per cent in 1961. The pro- 
fessions which showed a more pronounced growth include nurses and teachers. 


5. Physicians’ Professional Income and Wages 
and Personal Income Per Capita Compared 


A comparison of changes in annual average professional income of physicians 
with changes in personal income per capita as well as in labour income may be 
used in an assessment of the adequacy of medical manpower, 
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The three-year annual average professional income earned by self-employed 
physicians increased from $6,945 during the years 1946-1948 to $14,575 in 1958— 
1960, i.e., by 109.9 per cent, while personal income per capita in Canada in- 
creased during the period under consideration from $849 to $1,484, i.e., by only 
74.8 per cent,? 


Appendix 7—3 shows index numbers of physicians’ professional income, 
workers’ average weekly wages and salaries and labour income per employee, based 
on 1949 as 100.0, during the years 1946-1960. 

It appears that the physicians’ professional income between 1949-1960 
increased by 77.4 per cent, which increase was almost identical with the increase 
in annual average weekly wages of people engaged in manufacturing and also in all 
other industries (industrial composite index), On the other hand, the indicated in- 
crease in income of physicians was somewhat higher than that of average labour 
income per paid worker or employee by about 16.0 per cent. 


6. Cost of Living and Prices of Medical Services 


The problem of medical care costs may be discussed with reference to total 
personal medical care costs incurred by a nation or per capita or the price of a par- 
ticular service. A change in total expenditures reflects the change in population 
size as well as the change in per capita costs and in prices of medical services, 
Medical care expenditure per capita reflects both the change in prices of medical 
services and the extent and character of average utilization of such services. 


The analysis of prices of medical services is limited to the post-war period 
because it is now long enough to show significant contemporary trends and also 
because in terms of economic and social developments the post-war era should be 
viewed differently from the war and pre-war years. 


Prices of medical services since the end of World War II have spiralled 
upward more rapidly than the general cost of living, but ‘‘price changes, at best, 
are no measure of what the purchaser of medical care gets from the doctors for his 
money.’’?? No adjustment in prices is made because of the change in quality of 
medical services due to advances in medical knowledge and art, growing special- 
ization, the development of new drugs and treatment and surgical procedures, etc. 
This rise in prices of medical services reflects the impact of inflation and a 
growing demand for more medical care in contrast to a relatively inelastic supply 
of medical services, 


As the Canadian standard and cost of living rose in recent decades, a 
parallel rise in medical care prices was to be expected, But the fact is that the 
rise in the latter prices during the post-war years has far outstripped the general 
increase in the consumer price index. And, it should be pointed out, the figures 


1 National Accounts, Income and Expenditure, D.B.S. 


2 Davis, Michael M., Medical Care for Tomorrow, Harper & Bros., New York: 
1955, pe 311. 
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reflect only effective demand and not unrecognized and unmet needs, It should also 
be pointed out that both on the demand and supply side there is no single ‘‘price’’ 

of medical services, The latter covers a wide variety of services differing in qual- 

ity and quantity, Besides a physician may use a sliding scale, 


Appendix 7—4 records index numbers of cost of living, doctors’ fees, and 
other components of medical care, for urban areas in Canada, during the years 
1945-1962, At the national level, price indexes are available for office consul- 
tations, home calls and confinements from 1935-1962, and for appendectomies 
from 1949-1962. The above items were selected as representative of the major 
expenditures on doctors’ care, 


Consumer price index increased from 100.0 in 1949 to an annual average of 
130.7 in 1962, while doctors’ fees index (weighted average of the four components 
of medical care) increased from 100.0 to 150.4 during the same period, The larg- 
est increase occurred in prices of confinements and the smallest in the case of 
appendectomies, 


This comparison between relative changes in consumer price index and 
doctors’ fees index would indicate that prices of medical care have risen either 
because of improvement in its quality or because the supply of medical care did not 
keep pace with the increased demand for it. 


7. Expenditure on Personal Medical Services 


Appendix 7—5 shows total and per capita expenditures on personal medical 
services and the percentage of total to gross national expenditure and personal 
expenditure during the years 1945-1961. Personal expenditures have been adjust- 
ed to include expenditures on personal health care as reported in the National 
Accounts, the cost of providing hospital care in public, mental, tuberculosis 
and federal hospitals, and the administrative costs of public insurance programmes, 


Canadian expenditures on personal medical care accounted for 1.56 per cent 
of total personal expenditures in 1961 as compared with 1.09 per cent in 1945. This 
percentage was steadily rising between the two periods, Similarly, the percentage 
of these expenditures to gross national expenditure has increased from 0.64 in 1945 
to 1.02 in 1961. In the latter year they amounted to $393.2 million, or $21.0 per 
capita as compared with $76.2 million and $6.30 in 1945, These figures are 
expressed in current dollars, Per capita expenditure on personal medical care is 
the combination of price and utilization that determine the comparative costs of 
medical care over periods of time. 


1 Four items of doctors’ care (office consultation, home calls, confinement and appendectomies) have 
been priced since September 1953 in 11 major Canadian cities (Halifax, Saint John, Montreal, 
Ottawa, Toronto, Winnipeg, Regina, Saskatoon, Calgary, Edmonton and Vancouver) and prior to 
1953, fees were priced in only eight cities. Price information is obtained by personal contact with 
a sample of doctors in each city. Each doctor is asked to report the fee which he charges to the 
majority of his patients in the month during which the fees are obtained. A judgement sample of 
doctors in each city is selected with care being taken to select doctors who would be concerned 
with the target group of the consumer price index which is basically concerned with middle income 
groups. As a result doctors who would charge on the high side, are generally excluded. A sample 
of approximately five doctors is covered in each city. 
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Expenditures on personal medical services increased by 416 per cent over 
the period under consideration as compared with a 210 per cent increase of gross 
national expenditure and a 248 per cent increase of personal expenditures over the 
same period. This would suggest that tne Canadian community tends to devote in- 
creasing proportions of its income to medical care as income increases and prices . 
of medical services rise. However, to take a percentage of medical care expenses 
to total consumers’ expenditures is not entirely a measure of a trend indicating 
greater concern with health. This percentage may reflect a large proportion of the 
population with small outlays for medical care and a small proportion of the 
population with large expenditures on medical services. 


The total sum that consumers are willing to spend on medical services 
depends in part on the total number of doctors, i.e., on the degree of availability 
of medical practitioners, though the medical care market is characterized by the 
almost complete absence of direct price competition. 


No comparison of expenditure on medical fees and total family expenditure 
over a period of time can be made because of the difficulties of maintaining com- 
parability of data obtained from expenditure surveys carried out by the Dominion 
Bureau of Statistics, There were differences in survey criteria and definitions as 
well as in the sizes of city samples. City samples were not large enough to prod- 
uce a reliable estimate of actual medical fees. The surveys of family expenditure 
in metropolitan areas carried out by the D.B.S, between '1937/38—1959 suggest 
that average expenditure per family on medical care (medical fees exclusive of 
amounts paid by health care plans) constituted 0.99 to 1.20 per cent of the total 
family expenditure, 


The medical needs and hence medical costs of an individual are 
unpredictable. The average of medical cost per family is somewhat misleading 
because in a group of families of similar income levels, the majority, having no 
serious illness in a family, will have their medical costs below the average, while 
at the other extreme there will be a few families who have one or more health 
problems and their medical care expenditure will be naturally very high. The 
large families, and especially those with only one wage-earner, are at a particu- 
lar disadvantage. And if a wage-earner is ill himself then the loss of wages is an 
additional burden to the family. Various studies indicate that expenditures on 
medical care as a percentage of family income decrease as income increases. 


It may be argued that by the very nature of the medical services, consumer 
expenditures on medical care when consumers exercise free choice are bound to be 
low because the return is uncertain, Besides consumers will tend to economize by 
seeking medical attention only when they think they are really ill. 


CHAPTER VIII 


Physician-Population Projections, 1961-1991 


1. Introduction? 


Almost invariably there exist wide variations in estimates of future 
requirements for physicians in any country because there is as yet no general- 
ly acceptable theoretical framework for the analysis of the medical manpower 
problems, no defined standard of medical care or an agreement as to the number 
of doctors needed to supply a given demand for medical care. ‘‘However significant 
present estimates may be, their use in determining future requirements is seriously 
open to question — if for no other reason than because of changing medical practices, 
the lack of acceptable standards of measurement, and the changing social and 
physical structure of the population.’’? Moreover, the term ‘‘physician’’ changes 
with respect to training and ability, the content and efficiency of medicine, 
particularly, in a dynamic country where medicine itself is constantly progressing. 
Consequently, differences in numerical estimates result, giving contradictory im- 
pressions of shortages or surplus of doctors, which make planning for current and 
future medical manpower requirements difficult. 


The statistical problem of projecting the supply of physicians into the 
future involves determination of the existing number of doctors in the current 
or some other base year and the establishment, if possible, of various trends 
in inflow (re-entry, transfer, immigration, medica! graduates) and outflow 
(emigration, retirement, mortality, other departures), which should be projected 
to a given future year, and the total net estimate for that year is computed 
after the appropriate additions and subtractions. 

Another approach is to assess the expansion likely to occur in various 
fields of medical practice (general and specialist private practice, hospital 
medical personnel, medical research and teaching, public health, industrial 


- 


See also Clarkson, Guy C., ‘‘Future Requirements for Physicians in Canada,’’ C.M.A.J., November 
18, 1961, vol. 85, ppe 1162—69; and Bachman, George W., ‘‘ A Method of Measuring Physician 
Requirements with Appraisal of Former Methods,’’ The Brookings Institution, Washington 6, D.C., 
May, 1955, Reprint No. 5, from the Journal of the A.M,A., June 4, 1955, vol. 158, pp. 375—81, 

Pe 21. 


2 Bachman, George W., op. cit., pp. 2—3, 
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medicine, etc.), evaluating existing shortages or surpluses, and then to 
estimate additional medical requirements to meet this assessed expansion. 


In this study only the first approach will be attempted because of 
inadequate statistical data needed for the second method. 


It has been pointed out, however, that no precise estimates are 
possible because of many uncertainties and also of many imponderables.? 
At best, it has been suggested that estimates can be made for a 10-year 
period and beyond that estimates should be regarded with caution because 
over a longer period the output of medical schools varies considerably, the 
incidence of losses, by death and retirement of doctors, may change and 
there is great uncertainty with respect to migration of doctors, the organization 
of medical practice is flexible, utilization of paramedical personnel increases, 
etc. 


A similar approach must be followed with respect to the projection 
of the demand for physicians. The principal factors in projecting demand 
for doctors include population growth and changes in its age structure. Not 
only does the increase in total population necessitate more physicians but 
also the greater proportions of younger and older people create additional demand 
for medical services. Then, the socio-economic structure of a society is 
subject to constant change. The process of urbanization of the population 
can be expected to continue and to add to the demand for medical services 
as people in cities tend to see doctors more often. Improved economic status 
and a higher standard of living will also increase demand for medical care 
as people with higher incomes demand more services. Improved levels of 
education of the people will mean a greater health consciousness and hence 
a greater demand fot physicians’ services. Medical research and technical 
development in medical practice will widen the doctor’s scope of work 
and skills and, it is said, the more doctors can do for the people the larger 
becomes the demand, and increased demand in turn creates still further 
demand. In addition, the utilization of physicians’ services in research, 
teaching, industrial health, hospitals, and public health may be expected 
to increase in the future. 


On the other hand, more effective drugs, better organization of 
practice, changes in medical techniques and therapeutic methods, more 
widespread knowledge of hygiene, as well as changes in the incidence of 
illness, all of these may decrease the demand for doctors’ services. 


Total demand at a particular time is the net result of the above 
determinants and, it may simply not be possible to forecast the precise 
effect of future changes in these factors, some of which are so unpredic- 
table that in estimating the future requirements for physicians the right 
course is to make no allowance for them one way or another. However, 
it has been argued that ‘‘it is safe to assume that health needs will not 


1 Great Britain, Ministry of Health, Report of the Committee to Consider the Future Number of Medical 
Practitioners and the Appropriate Intake of Medical Students, London, H.M.S.O. 1957, pp. 1—2. 
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diminish and that better utilization of physicians’ services can effect 
only modest savings in professional time. Therefore a substantial decline 
in the physician-population ratio will be reflected in lessened quantity 
or quality of health services’’. } 


A minimum estimate may be made by reference to current demand for 
medical services; and a maximum estimate on the basis of ‘‘needed’’ services 
by all people, and thus future requirements for doctors to meet the ‘‘need’’ for 
these services can be calculated. Since doctors prefer to locate their practices 
where opportunities, professional and financial, exist, i.e., the cities and 
industrial centres, the higher production of doctors cannot possibly solve the 
problem of medical care in the smaller and rural communities. The better 
geographic distribution of physicians will require more hospitals, medical 
facilities and auxiliary personnel in the latter areas. 


2. Attrition Rate of Canadian Doctors 


In order to project the supply of physicians into the future it is necessary 
to estimate the loss or attrition in medical manpower each year or each 
projected period. This loss may be due to a natural cause like death or sickness 
emigration, retirement and other departures. Because of the lack of statistical 
data, the extent of loss from each of these causes cannot be estimated, and, 
therefore, only a composite or gross attrition can be suggested. While death 
rate of Canadian doctors has been calculated as being 1.4 per cent, the 
situation concerning physicians designated as retired and not in practice is 
different. These physicians are for the most part advanced in years and, 
although retirement is voluntary or the result of disability associated with age 
their effective capacity has greatly diminished. Relatively few physicians formally 
retire until they are well advanced in age. With longer life and work expectancy 
probably the average retirement age is 72. But, this is only a conjecture and 
no data are available to indicate the number of doctors in Canada of 72 years 
and over. There is also a lack of complete data with respect to emigration of 
the new Canadian medical graduates who leave Canada in order to continue 
their studies or to practise outside this country. 


> 


The calculation of the gross attrition rate is presented in Table 8-1. 


In the above calculation only Canadian medical graduates are considered, 
on the assumption, that most of the other graduates of Canadian medical schools 
who came from other countries did not remain in Canada. In view of the 
difficulty in establishing a time lag between the entry of immigrant doctors and 
their actual registration, the figures of immigrant physicians, who registered 
with Provincial Licensing Authorities during the years under consideration, 


1 Peterson, Paul Q. and Pennell, Maryland Y., **Physician-Population Projections, 1961—1975: 
Their Causes and Implications,’’ A.J.P.H., vol. 53, No. 2, February, 1963, p. 171. 


266 ROYAL COMMISSION ON HEALTH SERVICES 


TABLE 8-1 
AVERAGE COMPOSITE ATTRITION RATE OF CANADIAN DOCTORS, 1952—1960 


Estimated | Canadian Average 
Number /|Graduates| Immi- Number ; 
ks of Phy- of ory tS or- Re of Phy- Composite 
oe sicians at| Canadian| ppy- etical °SS | sicians | Attrition 
Beginning | Medical | cicians?| 2 °t#! During Rate 
of Year | Schools? Year 
WIS coc nlc ogs coc 14,520 TO. 339 15,616 | 481 14,828 3.24 
USES! oStoo ce do060 15135 Wipe 393 16,299 | 470 15,482 3.04 
ICY So odlgod cose 15,829 836 488 WAL ANENSY |" GP? 16,130 | 4.48 
1OBB cooddouot ss 16,431 817 447 17,695 | 474 16,826 2.82 
WIND, phoopood dat W722 734 496 18,451] 580 17,546 3.30 
USB op Scie Gide oe Le S71 806 582 19,259 | 736 18,197 4.04 
ICDS) soo obi coco 18,523 730 Sis// 19,810 | 714 18,810 3.80 
MOS OR eraeva ct shetereret 19,096 765 586 20,447 | 647 19,448 Sos, 
MISO 5 oo ceo ocioins 19,800 Tides 521 21,098 | 581 20,158 2.88 
Average 
1952—19607% 22 52 17,421 | 600 | 3.44 


1 Canadian graduates exclude medical graduates of Canadian medical schools who were from foreign 
countries. 


“ Immigrant physicians who registered with Provincial Licensing Authorities. 


have been used. This latter procedure implies, very likely, some duplication 
since an immigrant doctor might have registered in more than one province. 
However, such duplication is probably not very significant. 

On January 1, 1952, there were 14,520 registered physicians. During the 
year there were 757 Canadian-born graduates of Canadian medical schools 
plus 339 immigrant physicians, who registered throughout the whole calendar 
year, making a theoretical total of 15,616 at the end of 1952. In actual fact, 
however, there were only 15,135 doctors registered at the beginning of 
1952. The net loss, therefore, was 481 physicians, which expressed as a 
percentage of the average number of physicians during the year, gives a gross 
attrition rate of 3.24 per cent. This process has been repeated for the subsequent 
years until 1960. The average gross attrition rate for the years 1952-1960 was 
3.44 per cent as derived from the actual experience of the last decade. The 
3.5 per cent attrition factor has been suggested for Canada elsewhere.? In 
all the subsequent calculations of expected supply of doctors in Canada and required 
output from Canadian medical schools to meet future requirements for physicians the 
3.2 per cent attrition rate is being used to make allowance for some duplication of 
registration of immigrant doctors. 


1 «Medical Economics: Are There Too Many Doctors in Canada?’’, C.M.A.J., vol. 78, June 15, 1958, p. 96' 
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3. Future Requirements and Supply of Physicians in Canada, 1961-1991 


The purpose of this section is to determine physician requirements with 
the use of measurable factors such as the physician-population ratio and the 
volume of medical services received per capita, and to estimate the expected 
supply of doctors until 1991. 


Appendices 8—1 and 8—2 show the projected physician requirements in 
Canada, 1961-1991, with projected populations, on the assumptions of a net 
immigration of 10,000 and 100,000 persons respectively. Further calculations 
were not made with respect to these two physician requirements because the 
recent Canadian experience with net immigration did not warrant them. 


Appendix 8—3 provides information on the expected supply of physicians 
in Canada per annum between the years 1961 to 1991. The annual attrition rate 
of 3.2 per cent was used with respect to the number of doctors at the beginning 
of each year. It was assumed that during the years 1961 to 1971 there will be 
350 immigrant physicians added to the Canadian medical manpower per annum, 
and thereafter only 250 per year. Output of Canadian medical schools was 
assumed to be 800 Canadian graduates per year (excluding graduates of Canadian 
medical schools who come from other countries) during the projected period of 
1961 to 1965, thus making 4,000 for the whole period. The annual output of 900 
Canadian graduates was assumed for the period 1966 to 1970, and 950 (including 
the graduates of the proposed medical school in Sherbrooke) per year for the 
remaining projected five-year periods. 


Table 8—2 shows the projected five-year requirements and expected supply 
of physicians in Canada between the years 1961 and 1991, and surpluses or 
deficits between requirements and supply. These requirements were calculated 
on the assumption of constant 1961 physician-population ratio of 1:857 and the 
same improving ratio of constant volumes of medical services per capita of 
5.3784 and 6.7230 physician-visits. As for projected populations, three varia- 
bles were assumed, namely, net immigration 0 per annum, 25,000 and 50,000 
persons per year.? 


Total requirements for physicians were computed by applying either a 
static physician-population ratio of 1:857, assuming thus the current demand for 
medical services, or a progressively improving physician-population ratio of 
1:857 in 1961 to 1:665 in 19912, to the projected populations, on the assump- 
tions of net immigration of 0 per annum, 25,000 and 50,000 persons per year. 


f Population projections were prepared for the Royal Commission on Health Services by Dr. A. 
Stukel. 


2 Physician—population ratio improved from 1:976 in 1951 to 1:897 in 1961 (excluding the actual 
improvement to 1:857 due to immigrant new registrants who were additions to Canadian medical 
manpower during the years 1950—1960. These immigrants accounted for about one—third of the 
total new registrants during the same period). Thus the rate of improvement equalled 8.8 per cent 
over the 10—year period or at a compound rate of 0.85 per cent per annum. This rate was used to 
calculate the five—year improved ratios, 
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At the constant ratio of 1:857 the physician requirements simply indicate the 
numbers of doctors needed to keep pace with the projected increases in popu- 
lation. 


Total requirements for physicians were also computed by applying the 
previously calculated 1961 utilization of private practitioners’ services of 
5.3784 physician-visits per capita and of 6.7230 physician-visits per capita, 
which volume of services would meet the unsatisfied demand for medical ser- 
vices, to projected populations. The volume of services (population multiplied 
by constant required volume of services) was divided by a private practitioner’s 
Work-load of 6,336 patient-visits per year. Private practitioners consti- 
tuted 72.5 per cent of the total medical manpower in Canada in 1961. This 
constant proportion was used to calculate the requirements for the total number 
of doctors in the projected periods. 


It will be noticed that the calculations of future requirements have been based 
on the whole population of physicians, without regard to the nature of their em- 
ployment. This was done because doctors change their jobs and calculations on 
a sectional basis would be liable to be upset by future changes in relative demand 
for different types of doctors. 


4. Required Supply of Medical Graduates and First-Year 
Enrolment of Canadians in Medical Schools 


Appendices 8-4A, 4B, 4C and 4D show the detailed calculations of required 
supply of Canadian medical gradutes (excluding those who come from other 
countries) and of first-year enrolment of Canadian students in medical schools 
during the whole projected period. 


Needed supply of medical graduates has been computed on the basis of 
theoretical requirements assuming different physician-population ratios or constant 
volume of medical services required per capita and different net immigration per 
annum. The attrition rate of 3.2 per cent per annum was applied to the mid-value 
of the theoretical requirements during two successive five-year projection periods. 
This annual attrition was multiplied by five in order to obtain the total attrition 
over the five-year projected period. To this total attrition the net increase in the 
physician-population requirement during the period was added. From the sum of 
the total attrition and net increase the expected five-year influx of immigrant 
doctors was deducted. The remainder reflects the number of physicians that 
Canadian medical schools should supply to achieve the estimated requirement. 
This makes it possible to calculate an annual average needed supply of medical 
graduates during projected periods. 


On the assumption that 10.0 per cent of first-year medical students do not 
reach graduation, the needed supply of medical graduates has been inflated by 11.1 
per cent to determine first-year enrolment requirements. As it takes four years to 
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become a doctor enrolment must take place four years prior to graduation. Therefore, 
the yearly average of first-year enrolment pertains to a five-year period, beginning 
four years prior to that on which the first set of graduates are expected to appear. 
Thus, for example, to get 3,894 medical graduates over the five-year period 1961-62 to 
1965-66 enrolment must total 4,322 over the five-year academic period 1957-58 to 
1961-62. 


Estimates of first-year enrolment were made of the population of the university 
age group, 20-24 years, from which in the past came 7.5 first-year medical students 
per 10,000 persons per annum. For the first projected period the actual figure of the 
population of university age group in 1959 was used. For each of the remaining 
projected periods a figure for average population was used. The computation of 
which was as follows: the mid-point of the projected periods were determined to be 
June, 1964, June, 1969, etc. Population estimates were made, however, for June, 
1966, June, 1971, etc. The difference between two successive population estimates 
was computed and two-fifths of this difference was deducted from the latter (higher) 
population projection. This was done because the mid-point of our projection period 
is two years earlier than that for which the actual population estimates were made. 


From these projected populations of the university age group the number of 
expected first-year Canadian students per year were calculated. 


The difference between the yearly averages of needed first-year enrolment 
and the number of expected first-year students indicates the deficit or surplus in 
the recruitment of first-year Canadian medical students. 


Table 8-3 summarizes the computations made under the various assumptions 
already indicated. 


The table clearly indicates that existing educational facilities and certainly 
the present output of our medical schools cannot satisfy our future needs for 
physicians. Some increments in future output have been allowed, but it is unlikely 
that the present facilities will permit further increases indicated. Moreover, the 
required increased output of our medical schools introduces the problem of enrolment fo: 
Canadian medical schools. 


Building or expanding medical schools is not only a question of constructing 
facilities, but it is a matter of long-term financing, recruiting the necessary 
teaching personnel, acquiring training hospitals, developing research personnel. 
Even if complete training and teaching facilities could be provided quickly, a 
number of years will he needed to produce new doctors. On the average, a doctor 
requires from 7 to 10 years to complete his education. 


In view of the above findings with respect to almost immediate requirements 
for additional output of Canadian medical schools, there appears to be an urgent 
need to plan now the foundation of new medical schools and the immediate expan- 
sion of the existing ones. 


It is also obvious that to obtain the objective of adequate supply of 
physicians it will be necessary in the first instance to encourage a higher propor- 
tion of our students to enroll in medical schools. 


et 
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Having fixed our requirements for physicians and medical students enrolment 
it is necessary to decide the best methods of eliminating the indicated deficits in 
our medical manpower in order to pave the way as far as possible towards the ul- 


timate goal of providing enough medical services for our peoples’ needs today and 
tomorrow. 
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APPENDIX 2-6 
DEATHS OF CANADIAN PHYSICIANS, BY AGE GROUP AT DEATH, 1926—61 


Year Age Group 


Total 

Jere 20-24 | 25-34 | 35-44 | 45-54 | 5564] 6574/75 Gnd | ok 
oe Pe 

1926 4 En ae a hash eo 
1927 - ta |) | is | 45 | 390 3 pe eeetst 
1928 - Ce is sae ie Wi an 1-H hee” srl ip i 
1929 - a 12 | 32.) .40 | 66 )| 35° Eeeoaeedsy 
1930 1 Mt | 42 | a2 | aie] ‘so, day pe eens 
1931 - B logs | 41) eda 44 1B Rooms ee mois 
1932 - Sc i1t ve $224 | a4ameh 454 pp Ss0m eee eee 
1933 - 7 \44. |. @1 "| ae |" 56 | Eee Siem ered 
1934 1 7 g | 18 | So.) 61) |,as0 Siete = |p 193 
1935 - 121 0! | oe er | 3579) 4S eos 
1936 - 6 gl ci7 «| son | 48h) s4Gu eed? 
1937 - Bl is | 82 80. 46 1) o54eMleen mulaooe 
1938 - sil 2" | 27 | 63) (66-1 ke seamen meg ea26 
1939 - g 42 | 22 | 66'| 64) |\~aeey = Om ois 
1940 - | 44) |. 31 | 47.) 72} Pig eee ce 
1941 - 4) ite 8 125% } Paow M bre | baveraiaeee Bt 280 
1942 - 4 | 19° | 20 | 59 | 72 |) geecemiee gm 217 
1943 - 6¢| 11%) 82) 380.) 65 VI MeSce Biome cote 
1944 - i412. | 224 si 7oq|) TseReowaml ose 
1945 - 4: |, 43) || {30°44 (30."| fan pli osama mined. 
1946 - g | 10 | 28 | 47 | 664) 54 Hee4 oe osy 
1947 - 6 @ | 20 | 39 || 711! \66io eects 
1948 - 3 [ae | “27 eso | 6a ps2 tee ele oss 
1949 1 S| .14 | 36 | ter | 73. pe “74 ee 24a meee 
1950 = 1.0 pala Sede hin 2B hips na i eS hI TOS A eae eon 
1951 - a | ts st | 40 | 267s) ba mi, Seem leoG 
1952 - 3. \/03° | 320) sa. |) set (Bes wie ase Be 2c0 
1953 - 4 Via 99) 50 | Gah! Gy" ae Win Osa 
1954 - 3 @ S19. | 28 ly ss |) = 04 eal. iano 
1955 - 6 ol lies ta ac unl a? At eae) p07 te VPC 
1956 - Sie lid 616i roby pSd my lv Selo. || 106y wh 6 Me | 298 
1957 - 2 Gul aaa | U4Sel’ 64) |» LOdpupaiye dn 264 
1958 - eta | eeu) eee | se. dhe Gen mo wgilioss 
1959 - oy | 6: ot Mig] 40.) 63 1) 75.) Me Ne opt 
1960 - Bu eto at 200 | 3364) 460 I 1, 485 01) pO, a ose 
1961 - Sal biz s haaes | 266. es ||. ios) |< Yanihilicao9 


Sources: 1926—45, DBS, Vital Statistics references; 1946—54, medical register, association, and 
*‘‘news note’? sources utilized in the maintenance of the records of the Physicians 
Register, Department of National Health and Welfare; and 1955—61, Canadian Medical 
Directory’s listings and bulletins. This statistical information was provided by the 
Research and Statistics Division, Department of National Health and Welfare. 
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APPENDIX 2-7 


PER CENT DISTRIBUTION OF DEATHS OF CANADIAN PHYSICIANS, 
BY AGE GROUP AT DEATH, 1926—61 


Total Number Age Group 
Year of Physicians 
of Whose Age leer 

Death of Death =| 29-24 | 25-34] 35—44 | 45-54 | 55-64 | 65-74 | 75 2nd 

was Given Over 
1926 = 
1927 = 
1928 on 
1929 187 - ble | 6.4 17.1 214 35.3 18.7 
1930 173 0.6 6.4 6.9 18.5 235/ 22.5 21.4 
1931 181 = 4.4 8.3 DIO NT 24.3 24.3 16.0 
1932 177 - 4.5 6.2 12.4 24.3 30.5 22.0 
1933 184 - 3.8 7.6 11.4 22.8055 2329 
1934 193 0.6 3.6 4.2 9.3 30.5 31.6 2052 
1935 213 = 5.6 4.7 V3e2 28.6 26.8 PA 
1936 182 - 3.3 5.0 9.3 30.8 | 26.4 253 
1937 203 - 3.9 6.4 15.8 24. Oullme2 ih 26.6 
1938 226 = 22 Bes 11.9 27.9 | 29.2 2355 
1939 2S =- Si 5.6 L032 30.7 29.8 20.0 
1940 228 - 0.9 6.1 13.6 IROL: || eB la DSP? 
1941 230 = ey/, ZO 10.9 20.0 Syles} 29.1 
1942 217 =— 1.8 8.8 9.2 DH Pd S3e2 19.8 
1943 214 = 2.8 Sel 15.0 23.4 30.3 23.4 
1944 231 - 0.4 Bae, 9.5 2221523053 B285 
1945 241 ~ Tez 5.0 12.4 16.2 36.5 28.2 
1946 23 = 3.8 4.7 13 <1 PIPRS | 3350) 25.3 
1947 219 = 2.7 S57/ LSe2 17.8 32.4 SOr2 
1948 227 - 1.3 8.4 11.9 22.9) 3 0.0 2525 
1949 264 0.4 1.9 Se3 13.6 Zen PPA | 28.0 
1950 246 = 4.0 Sad 10.6 19.9 Silay, 28.5 
1951 201 = LS 635 15.4 19.9 Sons 23.4 
1952 222 = 1.4 5.9 14.4 23.9 26.0 28.4 
1953 227 - 1.8 6.2 9.7 22.9 30.0 29.4 
1954 208 = 1.4 4.3 9.1 1336 26.4 45.2 
1955 248 = 2.4 2.0 5.6 21.4 31.9 36.7 
1956 289 - 1.0 522 11.4 19.7 | 26.0 36.7 
1957 
1958 
1959 
1960 


1961 
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APPENDIX 3-7 


FIRST-YEAR MEDICAL STUDENTS PER 100,000 POPULATION, 
CANADA AND BY PROVINCE, 1952-53 to 1961-62 


Population 
(' 000) 
First-Year 
Bracinee Medical 1952— 1953— 1954— 1955— 1956— 
1953 1954 1955 1956 1957 
Students 
Ratio Per 
100,000 
Newfoundland...... Population... al 383.0 395.0 406.0 415.0 
Students ..... 8 14 1 15 5 
IRAtION Ss ccreiers ie 21 Sei, 1.8 3.7 1,2 
Prince Edward Island! Population... 100.0 101,0 101,0 100.0 99.3 
Students..... 13 4 9 6 8 
TRATION site ore 13.0 4.0 8.9 6.0 8.1 
Nova Scotia ...... - | Population... 653.0 663.0 673.0 | 683.0 694.7 
Students..... 32 25 17 23 IH 
WatiOmse.c.eis. 4) © 4.9 3.8 PSS) 3.4 3.9 
New Brunswick..... | Population... 526.0 533.0 540.0 547.0 554.6 
Students ..... 21 20 22 21 17 
RRatiOm crises + 4.0 3.8 4.1 3.8 3.1 
QUEBEC Tere cieree ees Population...| 4,174.0] 4,629.0; 4,388.0] 4,517.0 4,628.4 
Students ..... 241 302 295 332 318 
Ratiov -icyosc > 5.8 6.5 6.7 7.4 6.9 
On tatiores. eicvcie ls o.clere Population...| 4,788.0) 4,941.0] 5,115.0] 5,266.0 5,404.9 
Students..... 294 290 258 289 279 
Ration sictesere & 6.1 5.9 5.0 5.5 5.2 
Mani tODGl. eis risietels ee Population... 798.0 809.0 823.0 839.0 850.0 
Students..... 57 43 43 59 59 
Ratio eeoeeeee Her Sas BEY) 7.0 6.9 
Saskatchewan...... Population... 843.0 861.0 873.0 878.0 880.7 
Students..... iy 63 52 45 39 
RC AtION cieickere ors 6.8 7.3 5.9 5.1 4.4 
ALbertagn - 16 cleo s ctee Population... 973.0) 1,012.0) 1,057.0] 1,091.0 USS 
Students..... 62 53 63 53 55 
Ration ociece s< 6.4 5.2 6.0 4.9 4.9 
BIG, Yukon, N.W.1. "| Population’)... |() 1,230.0|/)15275.0)) 1,322.0) 4,371.0 1,430.0 
Students ..... 65 60 56 64 58 
ations. weiss: 5.3 4.7 4,2 4.7 4.1 
Canada mec e sicle'c cise Population ...| 14,459.0}] 18,845.0| 15,287.0| 15,698,0] 16,080,0 
Students ..... 850 874 822 907 865 
Ratiow: ite tes 5.9 4.6 5.4 5.8 5.4 
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APPENDIX 3-7 (Concl.) 


FIRST-YEAR MEDICAL STUDENTS PER 100,000 POPULATION, 
CANADA AND BY PROVINCE, 1952-53 to 1961-62 


en a a a 


Population 
(7000) 
First-Year 
rsvinces Medical 1957— 1958— 1959— 1960— 1961— Average 
Students 1958 1959 1960 1961 1962 
Ratio 
Per 
100,000 ix 5 = es 
Newfoundland | Population. 424.0 432.0 444.1 448.0 457.9 - 
Students... 7 7 9 9 13 9.4 
Ratio ..... 1.7 1.6 250 2.0 2.8 253 
Prince Edward 
Island Population . 99.0 100.0 101.0 103.0 104.6 - 
Students... a 5 5 7 8 UV 
Ratlowen sie Toil 5.0 5.0 6.8 16 Ted 
Nova Scotia ..| Population. 701.0 709.0 719.0 UPUL 737.0 — 
Students .. 29 30 16 22 DES 24.4 
Ratlow cient. 4.1 4.2 Dep) 3.0 Sil Sap 
New Brunswick} Population. 562.0 571.0 582.0 589.0 597.9 = 
Students... 20 13 16 16 23 18.9 
Ratiolemreen 3.6 2:3. D1) DEI 3.8 3.4 
Quebec ..... Population .| 4,769.0| 4,904.0 5,024.0] 5,142.0) 5,259.2 = 
Students... 325 322 299 319 SNS} 306.6 
Rlationcraeete 6.8 6.6 6.0 6.2 6.0 6.5 
Ontarloie seis Population.| 5,636.0| 5,821.0 5,969.0| 6,111.0] 6,236.1 - 
Students... 297 308 285 274 275 284.9 
Ratiol vile 5.3 5.3 4.8 4.5 4.4 Sod 
Manitoba..... Population. 862.0 875.0 891.0 906.0 921.7 _ 
Students... 51 38 39 40 54 48.3 
Ration. « 5.9 4.3 4.4 4.4 5.9 5.6 
Saskatchewan.| Population. 880.0 891.0 907.0: 915.0 925.2 — 
Students... 34 34 36 41 40 44.1 
Ratios cr «rt 3.9 3.8 4.0 4.5 4.3 5.0 
Aibertalmctcmsat Population.| 1,164.0] 1,206.0 1,248.0) 1,291.0| 1,332.0 = 
Students... 62 46 48 62 72 57.6 
Ratio ..... 5.3 Sits! Shite) 4.8 5.4 5.0 
B.C., Yukon, 
N.W.T. ...-| Population.| 1,503.0] 1,571.0 1,601.0] 1,638.0] 1,666.7 - 
Students... 51 Sul 50 55 50 56.0 
Ratio wear 3.4 Sao Sal 3.4 3.0 3.9 
Canada .....| Population.| 16,610.0| 17,080.0 17,483.0| 17,870.0 | 18,238.0 — 
Students... 883 854 802 846 871 857.4 
atlol acter B58) 5.0 “| 4.7 4.8 Soe 
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FIRST-YEAR MEDICAL STUDENTS PER 10,000 POPULATION 
OF UNIVERSITY AGE GROUP, 20-24, 
CANADA AND FOR PROVINCES, 1952—53 TO 1961-62 


Population 
Provi (000) 
ase Students 1955 
4) Per 10,000 
Newfoundland ....... Population ... 28.3 29.0 29.5 
Students ..... 8 14 7 15 
IRACION <i steveters oc 2.9 4.9 2.4 5.1 
Prince Edward Island | Population .. 6.7 6.8 6.6 6.3 
Students ..... 13 4 9 6 
Ratior. a. a Ms 19.4 5.9 13.6 14,3 
Nova Scotia.........| Population .. 46.5 47.0 47.4 48,2 
Students ..... 32 25 ita 223 
RatiGU Paine f 6.9 5.3 3.6 4.8 
New Brunswick...... Population ... 36.9 36.8 36.7 36.6 
Students ..... ZL 20 22 21 
Ratios tae s.6 5.7 5.4 6.0 5.7 
Quebec........ 3 -| Population ... 343.1 343.9 346.4 349.7 
Students ..... 241 302 295 332 
Rattlo (.o0 620.06 7.0 8.8 8.5 9.5 
Ontarior.. eores'scie 0 che Population ... SEY GY 360.9 364. 1 364.4 
Students ..... 294 290 258 289 
Ratiove eis. 8.2 8.0 ak 7.9 
Manitobareins<ciclhc Population ... 58.8 58.4 58.1 57.9 
Students ..... 57 43 43 59 
Ratios. eo. OFT, 7.4 7.4 10,2 
Saskatchewan ....... Population ... 62.5 62.8 62.2 60.9 
Students ..... 57 63 52 45 
Ration densi ccvers 9.1 10,0 8.4 7.4 
BIDeLt arts si ciareie-< ste ee Population ... 74.7 78.6 80.3 81.7 
Students ..... 62 53 63 53 
Ratios. (ne ses 8.3 6.7 7.8 6.5 
B.C, Yukon & N.W.7T.| Population ... 82.3 83.5 84.8 86.7 
Students ..... 65 60 56 64 
Ratio’: < syereie si 7.9 Ted 6.6 7.4 
Wanadanar cam + chelcors Population). <./) 1509954) 1515107. 1) 15.115, 6) 16 121,90 
Students ..... 850 874 822 907 
Rationes. rect Tet 7.9 7.4 8.1 
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6.6 


82.9 
55 
6.6 


89,7 
58 
6.5 


1,129.1 
865 
Ged 
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Population 
Province (7000) 1957— 1958— 1961— Average 
Students 1958 1959 1960 1961 1962 
Per 10,000 | 
aca i 
Alas © 
Newfoundland | Population . 30.4 30.4 30.4 30.1 30.2 - 
Students ... 7 7 9 9 13 9.4 
Ratious sci DS) Doe 3.0 3.0 4.3 S22 
Prince Edward 
Tsilandtreencters Population . 6.0 6.3 6.4 6.4 6.3 - 
Students... 7 5 5 7 8 Tees 
Ratlomn cr Na lay/ 7.9 Woe 10.9 WPF 11.7 
Nova Scotia ..| Population . 49.1 49.3 49.5 49.4 49.3 > 
Students... 29 30 16 DD) 23 24.4 
RatiOuaacder 5.9 6.1 Se 4.5 4.7 5.0 
New Brunswick| Population . 36.6 Sie Sie Slo?! 37.4 _ 
Students... 20 13 16 16 23 18.9 
Ration case Sos Ss) 4.3 4.3 6.1 Hall 
Quebec ...... Population . 356.9 358.6 360.9 364.3 369.6 _ 
Students .. 325 322 299 319 313 306.6 
Ration «nas. 9.1 9.0 8.3 8.8 8.5 8.6 
Ontario oe oe Population . 379.5 386.6 385.8 387.3 386.9 - 
Students... 297 308 285 274 PY 284.9 
Ratiouncrs. 7.8 8.0 7.4 6.9 Ted 7.6 
Manitoba..... Population . 58.2 58.4 58.7 58.9 59.0 - 
Students... 51 38 39 40 54 48.3 
Ration reracis) 8.8 625 6.6 6.8 9.2 8.3 
Saskatchewan .| Population . 56.4 56.8 57.4 S7e2 57.0 — 
Students... 34 34 36 41 40 44.1 
IEENBIO) go 00 6.0 6.0 6.3 Woe 7.0 7.4 
Alberta ...... Population . 84.5 85.5 86.5 87.8 82.2 — 
Students... 62 46 48 62 Tez. 57.6 
Ration. died 5.4 SoS) Weil 8.1 6.9 
B.C., Yukon & 
N.W.T. Population . 97.1 100.5 99.5 99.2 98.7 ~ 
Students... Sill Sl 50 55 50 56.0 
Ration ier. 5.3 So 5.0 Sys 5,1 6.2 
@anadal <a. a. Population .| 1,154.7] 1,169.5 | 1,172.3 72S) 1183-0 _ 
Students .. 883 854 802 846 871 857.4 
Ration aac. « 7.6 eS 6.8 WP 7.4 ee 
ea | th 
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APPENDIX 3-9 


NUMBER OF APPLICANTS FOR MEDICAL STUDIES, BY MEDICAL SCHOOL, 
1949-50 TO 1961-62 
(At three—year intervals) 


University Years 


Medical School 


1949—1950)|1952—1953/1955—1956/1958—1959/1961~— 1962 


LEW! op eRRBSEOROCEOO GR OOUDC - - 

MONtre a lrsrste ies cisictatelcie'e AOCOG GIO = 270 
IMG Gallitereversie SAS AAA cto Gsoded| 2h 1,276 
Ottawa .......< TORSO OU OTOG Cc = = 

Queen’s ccc c es arereveler svereieiere 199 126 
MOFONtO .1.1016 e16 Sa ote OK : 304 254 
Western Ontario ....... SOONG 99 100 
Manitoba's .c.c 6 s.ec16 aiavetel otersielerel 206 141 
Saskatchewan... .s6.cee celec se 89 60 
Albertal sc ccc ss : coopooec 129 93 
Briticsht@olumbial sete cere sete 285 164 


eee Sha 


Source: Medical Education in Canada, J.A. MacFarlane, et al., a study prepared for the Royal 
Commission on Health Services, 
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ROYAL COMMISSION ON HEALTH SERVICES 


Daly Building 
P.O. Box 1173, Ottawa 


Dear Doctor: March, 1962. 


The studies undertaken by the Royal Commission on Health Services make 
it necessary to approach every member of the medical profession for information 
which will contribute to our understanding of the work of physicians and to 
solicit their views on certain aspects of health services. We have enlisted the 
aid of the Department of National Health and Welfare, The Canadian Medical 
Association, 1’Association des Médecins de Langue Francaise du Canada, and 
the Royal College of Physicians and Surgeons of Canada in this undertaking, 
and the attached questionnaire is the product of their cooperation and the 
Commission’s requirements. The present enquiry incorporates the current survey 
of the periodic series conducted by the Department of National Health and 
Welfare to obtain information about the supply and distribution of physicians 
in Canada. 


I hope that busy practitioners will not find the task of completing these 
questions too burdensome and that the Commission may count on your help in 
establishing essential data on doctors. 


You will observe that the questions are presented in two separate 
portions. The first relates to your qualifications, your work and your opinions. 
This main questionnaire should be completed and returned in the envelope 
addressed to the Department of National Health and Welfare. The second 
portion relates to the economics of medical work. It is designed to be completely 
anonymous and to that end should be returned to the Royal Commission on Health 
Services where it will be processed to obtain tables related to the financial 
aspects of practice and employment. 


The physician is the central figure in the health services which constitute 
our field of study and his help is essential in our task of assessing needs and 
resources. The data which emerge from this inquiry will be available to the 
cooperating professional organizations and I hope that you will do your part by 
completing and returning the questionnaires at your earliest convenience. 


Yours sincerely, 


EMMETT M. HALL 
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SURVEY OF PHYSICIANS IN CANADA, 1962 


1, Year of Birth 2. Sex 


4, Undergraduate 
medical training: a) Name of school 


3. Birth place 


(province, if Canada, or country) 


b) Year graduated 


5. Postgraduate specialist degrees, diplomas, certificates: 


Specialties 


6. Year first licensed to practise 
in Canada (excluding student registration) 


Year 


Qualifying Body Qualified 


7. If immigrant, 
year entered Canada 


8. Location (for major work in which now engaged) 


9. Types of work in which now engaged: 
(give % of time for each) 


% of 
time 
Private practice: 
(Gene rales pre sic laa ts levetn eo at 
POG CLAIIS CM RET. Ge cca conckens. 6 es 


Consultant (referred only) 


MIN OrsNCerNe ts sare viel sive ss esse 


Senior intern, resident, fellow... 


Hospital staff: 


Specialist services 


Other 
(specify) 


IO ROC TIS tis ayn tn) aon CRIS oe Rear 
Lea Chin Oeeereerecte sie cle cies esters ate 
Piablicthealtiicn.cwad acces 6s eee 


Industrial medicine ............ 
Other (specify or give title) 
Specialist 
Non-spec. 


Retireds Part time’. ccs. cas © oe 
Fulltime [_] 


(place) (province) 


10. Employing agency: 


(for major source of income; check one) 


SElfs Sia hesiote tee haiais © ee rR ee (ar 
Partnership’ cisic- cps arene castelone a 
Groupe rlacis @/ebasdinne er heer oe orsavorene 2 =I 


Hospital (of auspices not shown below) [_ |] 
Dept. Nat’1 Health and Welfare 


4) oe" 50) 6 
Ce ee er 


Regular Armed Forces 


ee  Y 


Other Fed. Govt. Dept., Board or 
agency (specify) 
Prov. Dept. Health (except below) .... [__] 


Prov. Hosp. Insurance Admin. body ... 


Other Prov. Dept., Board or agency 
(specify). 


County or municipality .............. a 
University oricolleges.... 4400 os cal 
Industry eye a ciorteve here) see ousbstenee area sys. ass al 
Other 

(specify) 


[_] Yes [_] No 


(total physicians) 


Other sources Jo 


Specialties % of time 


11. Is your major work chiefly administrative? 
12, If in partnership or group practice, how many are associated? 
13, Per cent of total remuneration gained from: 
Professional fees % Salaried medical work To 
14, If all or part of your total work 


time is devoted to a specialty 
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Do not 
write here 
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Do not 
write here 


15, Length of time in present practice or employment (major work) years 
16. First practice or medical employment a) Year begun 
in Canada (excluding internship, 
postgraduate studies, or service b) Type of work 
in the Regular Armed Forces): 
c) Location 
(place) (province) 


17. Place of residence prior to 


entering university training 
(place and province, if Canada, or country) 


18, Father’s occupation at time you entered university 
training (or earlier, if father then dece ased) 


Prepayment and Insurance Plans 
The following questions are designed to elicit your opinions about current plans of 
medical insurance and possible future developments. 


19, About what proportion of your current patients have some kind of medical 
prepayment or insurance coverage? 


[00% (1 75—99% [e)s0=—7147% [(] 25-49% [_] Less than 25% [_] None 


20. a) Would you be in favour of a plan which provides, as a basic benefit, in-hospital 
medical, surgical and obstetrical services? ........++-+++:- [L_l¥Yes [_]No 


b) If yes, check below the additional benefits which you would include: 


Home and office calls ......... fl Appliancee .......-.<0--- eal 
Prescribed drugs...........+-- (eal Dental care ...........--.; (a 
Home nursing service.......... (aa Ambulance service.......- (= 
Visual and hearing aids........ (ae 


21, What expenses should the plan pay? 
Total Part Total Part 
a) Doctor’s services....... [eaail Appliances ........ Ey | 


= 
Prescribed drugs........ = (me Dental care........ ea a] 
Home nursing service.... [_] (aa Ambulance service.. [_] fea} 
[el 
ome 


Visual and hearing aids.. ([_] 
b) Catastrophic expenses only ...... 


N.B. Does your answer a) only to benefits you indicate in Q. 20? [ ]Yes [_]No 
to this question relate: b) to any range of benefits?.....+sseee- Clyes [[JNo 


22, Which sponsorship would you prefer? (check one) 


[__] Medical profession {__] Government [_ ] Insurance company [__] Other 
23. Which type of patient, in your experience, is more likely to: 

a) ‘Shop around’’??.... 2... cece eee eee eee eee tees [_]Insured ([_] Non-insured 

b) Seek early diagnosis and treatment? ..........2-. a) Insured a] Non-insured 

c) Follow and complete treatment?...........+-++-- {_] Insured [_] Non-insured 

d) Demand over-servicing?..... 06-2 see eee ee ees {_]Insured ([_]Non-insured 


24, In your experience, are you likely to receive more remuneration for the same amount 
of service from a patient who is: 
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Do not 
write here 


Group Practice 


25. Do you think that group practice tends to: 


a) Improve the quality of medical services? .........s.eee00- MQ) os ase 
b) Improve the availability of medical services? ............. (aa) es Time} No 
c) Improve the working conditions of doctors? .....e.sesececcee ian -Xess(em)iNo 


Patterns of Service in Private Practice 
(including group practice and partnership) 


26. For the working day (midnight to midnight) immediately prior to 


27 


28 


your filling in this questionnaire, please specify: 


Day of the week 


Patients Hours 
Type of Activity Seen (No.) Spent 


aso fiilcekc all's .veye. eer vs ster « elehe a ocs Se « cee es re ele 
b) Hospital calls (in- and outepatients) .........ceeeeeeee 
c) Home visits (including travelling time): 
9) JOE A Cie CRhiG GRECO ERO APRIOS OS. CERES SERCO Go etion © ana 
RIED hit ogee te Bvete aig «ct < Giate ee SCE cle tke 
Meteachings and/or research os. dietde ¢/c, ccs a oe cic ie ores tee 
e) Other activities (specify major below):........c.eeeeeees 


eee eee reese oe eee see 


coe seco eee meee esee 


Examinations and specific services performed on the working day 
(midnight to midnight) immediately prior to filling in this 
questionnaire (i.e., same day as for Question 26): 
Number 
a) Physical examination of apparently well people: 


i) For specific purposes (e.g., insurance, employment, etc.) 


ii) Preventive routine (e.g., well baby, annual check up, etc.) 


b) Other specific services: 
i) Surgical and obstetrical procedures ..........00..eceees 


it) vReferred consul tations) «.<\0:s ccsverc-aise lel enstacel ovelevele cueeveiele crane 


iii) Special diagnostic and treatment procedures............ 
LV) elmmUnt 7 ALLON Sicraieie role cia.e 0) 0/0110) et slotolerel evel olerekerelehedsiereieieier aici 


v) Other services (specify major below): 


If in solo general practice: 


a) What is the size b) How many of these potential 
Ofyour practice: = patients are now under 
(persons) active or continuing treatment? 
(persons) 


Thank you for your cooperation in filling in this questionnaire. Please mail this 
portion of it to the Research and Statistics Division of the Department of 
National Health and Welfare in the enclosed retum envelope so addressed. 

Mail the separate anonymous supplement on medical economics directly to the 
Royal Commission on Health Services (special return envelope enclosed). 
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APPENDIX 4-2 


NUMBER AND PER CENT DISTRIBUTION OF ACTIVE CIVILIAN PHYSICIANS, 
BY AGE GROUP, FOR REGIONS AND CANADA, 1962 


Age Groups 


Under| 25— | 35— | 45— | 55— 70 and| Not | Total 
Over 


Given 


Atlantic Provinces 
INUMbeTanisicteraieisiererchoer® 
Per Cents icc ccs pees = 


Quebec 
Numberiic.c. sacs even 
Per Cent (ao <snsese-s © eens 


Ontario 
Numb etna scone cecrorererene 
Per. Genta. ccs cncwsreusuesone 


Prairie Provinces 
Numb erinciicn «-enenaatererers 
Per Cention. «save cise aust. 


British Columbia 
Numberniciercc cicececenepererers 
Per cent..........0:- 


Canada‘ 
INtimbetacie shies ene 
Per cents... s-cs oes 


2,821|4,149 
24.4 | 35.9} 20.9 - 


1 Excludes Yukon and Northwest Territories. 


Source: Questionnaire on Medical Practice, 1962, Royal Commission on Health Services. 
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Region 
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NUMBER AND PER CENT DISTRIBUTION OF ACTIVE CIVILIAN IMMIGRANT 
PHYSICIANS, BY AGE GROUP, FOR REGIONS AND CANADA, 1962 


Age Groups 


25 34 


55— 
64 


65— 


70 and 
69 Over 


Atlantic Provinces 


INUMmber : 41.2... de 


Quebec 


Number .4%)5.6. 3. 


Ontario 


Number... 5...-. 


es 1 64 
ae 0.4 | 25.7 
A ee 1 109 
Beith 0.2 | 26.9 
eae 1 230 
Ride 0.18 1790.6 
a fe = 152 

Le Le 19.3 
eae = 87 

ae = 20.8 
ae 3 642 


5 0.1 Ia’ 


1,329 


572 


44.0 | 19.2 L12 


20 
8.0 


56 
13.8 


114 
10,2 


86 
10.9 


58 
1359 


334 


sit 


Total 


3 
ie 0.8 = 
14 8 405 
3.5 2.0 - 
24 13 1,117 
ae ia?) — 
18 6 788 
2.3 0.8 — 

7 2 418 
17 0.4 - 
66 31 2,977 
PyPi Le _ 

Sel 


1 Excludes Yukon and Northwest Territories. 


Source: Questionnaire on Medical Practice, 1962, Royal Commission on Health Services. 
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APPENDIX 4—4 


NUMBER AND PER CENT DISTRIBUTION OF ACTIVE CIVILIAN SPECIALIST 
PHYSICIANS, BY AGE GROUP, FOR REGIONS AND CANADA, 1962 


Age Groups 


Region 5 ised Sulbesa | Fess Foe} 
34) haa | esa ateds | 16s 


Atlantic Provinces 


INUMDET Ait onesie. eter repreans Sieh lorerarce 29 133 75 63 7 4 311 

Per centh sc oe on cs oe oe aes 9.3 42.8 24.1 20.2 Pho 16s! — 
Quebec 

Number in rde es Gaus een 145 504 285 | 174 33 23 1,164 

Per Cent cai uk eer as 1225 43.3 24.5 14.9 2.8 2.0 —_ 
Ontario 

Number erie cokskse ie eeenettenen hs 148 605 SSO NZ 27, 43 40 1,399 

Pericenthith tee Aas 10.6 43.2 24.0 16.2 Sol 2.9 = 
Prairie Provinces 

INtIMDER cee acs wee woes Mea olen“ 83 342 198 92 1 jak TH SY/ 

Pér Centys cd 5 fe ec Na wie Sedona ee 2: 46.4 26.4 12.5 1.5 gS) — 
British Columbia 

IWWamber sever + er ei-nois senor eran 29 180 141 on 10 4 441 

Percents <5.« tegen as em eure 6.6 40.8 32.0 WS 2.3 1.0 — 
Canada? 

Number css «aekic ss Steetoe 434 1,764 | 1,035 633 104 82 4,052 

Per: centist «6s: aaah os eon mane 10.7 43.4 25.5 15.6 2.6 2.0 — 


lexcludes Yukon and Northwest Territories. 


Source: Questionnaire on Medical Practice, 1962, Royal Commission on Health Services. 
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APPENDIX 4-8 


NUMBER AND PER CENT DISTRIBUTION OF CANADIAN-BORN 
ACTIVE CIVILIAN PHYSICIANS, BY SIZE OF COMMUNITY OF 
RESIDENCE AT TIME OF ENTRY TO MEDICAL SCHOOL AND SIZE 
OF COMMUNITY OF FIRST PRACTICE, FOR REGIONS AND CANADA 


Size of Community of Residence 


at Time of Entry to Medical School 


10,000 and 
Under 
100,000 
Population 


100,000 and 
Over 
Population 


Region of Present Practice Under 
and Size of Community 10,000 
of First Practice Population 


Atlantic Provinces 


Number reporting ..........-- 
Under 10,000 population ...... 
10,000 and under 100,000 pop. . 
100,000 and over population .. 


Quebec 


Number reporting ...........- 
Under 10,000 population ...... 
10,000 and under 100,000 pop. . 
100,000 and over population... 


Ontario 


Number reporting .......-eee. 
Under 10,000 population ...... 
10,000 and under 100,000 pop. . 
100,000 and over population... 


Prairie Provinces 


Number reporting .......-c2ee- 
Under 10,000 population ...... 
10,000 and under 100,000 pop.. 
100,000 and over population ... 


British Columbia 


Number reporting ......-.eee. 
Under 10,000 population ...... 
10,000 and under 100,000 pop. . 
100,000 and over population ... 


Canada 


Number reporting ....-.eeeeee 
Under 10,000 population ...... 


10,000 and under 100,000 prop. . 
100,000 and over population... 


1 Excludes Yukon and Northwest Territories. 


Source: Questionnaire on Medical Practice, 1962, Royal Commission on Health Services. 


APPENDICES CHAPTER IV 319 
APPENDIX 4-9 
DISTRIBUTION OF CANADIAN-BORN ACTIVE CIVILIAN PHYSICIANS, 
BY SCHOOL OF UNDERGRADUATE MEDICAL TRAINING IN CANADA AND YEARS SINCE GRADUATION, 
FOR REGIONS AND CANADA, 1962! 
Region of Present Practice 
School of Total 
Undergraduate Years since , anf vil Deb ceat 
Medical Graduation Atlantic Quebec Ontario Prairie British 
Training Provinces Provinces Columbia | Number of all 
Univers- 
| ities 
+ 
Dalhousie ...|Less than10...... .| 120 5 28 6 5 164 
OP LOU apenste ae eval) 229 7 16 9 13 174 
20 — 29 zi 85 4 12 4 6 111 
SO —a18 Ovals syerstete,'s 58 3 5 2 1 69 
40 and over ...... 21 ~ - - = 21 
Not stated ....... - - _ = Be, s4 
Total and imei) © I 7 
DERCeNtale:s cssis/ sie « 413 | 76.6 19 3.5 61 11.3 21 3.9 25 | 4.7 539 6.4 
Toa val Pesce ILess than’10... 022. 10 354 8 8 - 380 
TOF eLOMeerecteiere's nc) 2 254 17 4 2 289 
PAY SPP OO OD 5 144 4 1 159 
SO RIS ON caisisisteWievns 6 96 ze = 104 
40 and over ...... 3 32 - 1 - 36 
Notistated 5.50. - 1 - - —- 1 
otal atid bors:s.sre | 
DETER cccties tiers | 36 3.7 | 881 | 90.9 32 355 17 1.8 Sa Oes 969 11.5 
+ 
Montreal.....|)Less than 10 ....... 2 345 6 - = 353 
HOG LON Tyee sreiniare ss ©: 261 9 _ - 275 
QOD OR areisicisiers io 1 130 5 1 - 137 
SOF SOM aia) «iataiate - 89 5 2 - 96 
40 and over ...... - 33 3 2 - 38 
INobsstated! ica. areus« a - 2 1 - - 3 
| BE 
|Total Set Ana ics FORO: 
PEMICENtiG, vistas ove 3 8 0.9 | 860 | 95.3 29 3.2 5 0.6 _ - 902 10.6 
=" = 
MCGilli tires «1 essethan 10) cccie.a0 6-« 8 108 27 16 20 179 
fOvanl Ooaateters cisiere 27 144 59 | 27 70 327 
DO DON is. lessi ; 25 109 38 i 1: 39 223 
Sie usho) Geto feene 22 62 33 13 28 158 
40 and over ...... 10 31 18 | Z 11 77 
Not:stated «2.00. - 2 - - 1 3 
Total and 
per cent ....s.. 0. 92 9.5 ly 456 | 47.2| 175 18.1 75 7.8 | 169) 17.4 967 11.4 
Ottawa maesy)-| LESS than 40): sie. «< 1 19 60 6 8 94 
Ol MOE te eh ets arate, 6 5 21 2 2 36 
PAD) ORE) Seon i SORDY - = a = = a 
SOI 3O8 fiers elelatsiers - - - = = = 
40 and over ...... - - — cs = = 
Mot atated 2.2%. <1 - 1 1 - - 2 | 
Total and | 
PERCeNE hie calcu « 7 5.3 25 | 18.9 82 | 62.1 8 Gol 10| 7.6 132 1.6 
Queen’s Niess than lors cca - 25 122 11 14 172 
LO Fe LOM te cain ates. 6 11 si ligs 22 34 190 
QO 20 ae neice oe 3 - 112 s bys 14 146 
SOP 98s eth tere 4 2 5 69 4 6 86 
40 and over ......- 1 1 36 5 3 46 
Not:stated 2.5. 005 = - 1 - - 1 
Ne | 
Total and 
DENCERE Gicjcaiesc ici 12 1.9 42 6.6] 457 | 71.3 59 9.2 71| 11.0 641 7.6 
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oe 
Region of Present Practice 
School of Total 
ras Yeareusinee Pe nt 
ion Atlantic P Prairie British ECS 
a iguad Provinces uebec Sater Provinces | Columbia | Number tea the 
ities 
. 4 
Toronto ..... Less than 10 ...... 3 26 454 14 27 524 
ROMO eratelekstotare 4 10 519 44 45 622 
PPA) they pes OOO 1 10 381 35 50 483 
SUSIE odadanoo 3 6 278 13 35 335 
40 and over ..... 1 - 146 9 4 160 
Notistated .s....|) — - 4 - - 4 
Total and uf 
Percent Tae tselel-a 18 | 0.8 52] 2.4 | 1,782) 83.8 115 5.4 | 161 7-6 | 2,128 25.2 
Western 
Ontario Less than 10 ...... - 17 168 7 4 196 
LOK =O rar arefere f - 8 154 18 18 198 
DO t2O Veverattretsbers Slane 6 89 5 8 108 
30 — 39 ...... Q - 2 56 2 1 61 
40 and over ..... - - 19 2 - 21 
Not stated ...... - - 1 - - 2 
Total and 
PEL CONE ciel oie) — - 33) 5.6 487 | 83.3 34) 5.8 31 5.3 585 6.9 
Manitoba ....| Less than10 ...... | - 7 15 143 35 200 
NOV) oo odoucos 1 4 33 167 53 258 
20 = 29 me ccaherare stone - 5 26 120 63 214 
SOV= 139) Sateteve arene sors 2 2 13 72 29 118 
40 and over ..... - 1 - 23 1 25) 
Notistated! (eis - - - 2 - 2 
Total and 
periceAt” vis. .an. 3} 0.4 19} 2.3 87} 10.6 527| 64.5] 181 | 22.2 817 9.7 
Saskatch- 
GWA Ua ees essithan 10) fia... - 2 3 47 6 58 
TOD AON ete ee oats — - - - - - 
NES AL) orice San - - - — - - 
30) 13 OM erainiopelels\ere - - - - - - 
40 and over ..... - - - - = - 
Not ‘stated! </e1s - - 4 4 5 13 
Total and 
PELiCEDe veils (ere — = Zi) 2.8 7 9.9 $1] 71.8 1115.5 71 0.8 
Alberta .....| Less than 10 ...... — 6 13 130 31 180 
TOTO O arate ancce 4 2; I 4 133 59 199 
PRS PSO) Ge hice oro - - 7 78 43 128 
S30) = "SO ia terse)« cee - 1 3 14 14 32 
40 and over ..... - - - - - - 
Not stated’ ...... - - - - - - 
Total and =i 
Percent: shies 2| 0.4 Gh SG3 Zu 5.0 355|) 65.9] 147 | 27.2 539 6.4 
British | 
Columbia Less than 10 ...... 1! 8 10 a 129 151 
LOA OD Te role ole viis - - - - - - 
AUIS) ama aon - - - - - - 
SO! SOU erolets pisials - - - - - = 
40 and over ..... - - - - - - 
Not stated ...... - - - - 7 7 
Total and j 
DEL COM vais aieieiels 1] 0.6 Sioa 10) 6.3 3 1.9] 136] 86.1 158 1.9 
Uaioe tee -| Less than10 ......] 145 |24.5 922) 38.3 914} 28.2 391} 30.8} 279] 29.5] 2,651 31.4 
Koei’) GAG.dodlooc 192 | 32.4 705| 29.3 949| 29.3 426| 33.5) 296] 31.3] 2,568 30.4 
20) = 1290 Netefere : 126 | 21.3 408] 17.0 675| 20.9 276) 21.7| 224] 23.7| 1,709 20.2 
Conch Sraacncad 93 |15.7 266} 11.1 464) 14.3 122} 9.6] 114] 12.1] 1,059 12.6 
40 and over ..... 36] 6.1 98] 4.1 222| 6.9 49} 3.9 19} 2.0 424 5.0 
Not stated ...... - - 6} 0.2 12 0.4 6 0.5 13 1.4 of 0.4 
Total and al 
percent ......../ 592|/ 7.0 | 2,405) 28.5 | 3,236] 38.3] 1,270] 15.0] 945] 11.2] 8,448 100.0 


1 Excludes Yukon and Northwest Territories. 


Source: Questionnaire on Medical Practice, 1962, Royal Commission on Health Services. 
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APPENDIX 4-10 


ACTIVE CIVILIAN PHYSICIANS IN RELATION TO POPULATION AND AREA, BY 
COUNTY OR CENSUS DIVISION, FOR PROVINCES, 1961 


Provinee tha Coutycor Population] Per cent Physician- Square 
Paes aTivision June, i Population| Miles per 
1961 |Population| June: Ratio | Physician 
1961 
Newfoundland 
Div. 1a(Stamiohbnts) &:.ctee. . <6. 188,904 62.4 139 L359 26.0 
Divmeoa(Grand Bank) vs... . 24,779 36.3 6 1:4,130 288.3 
Div. 3 (Port aux Basques) .. 23,299 S5a5 9 1:2,589 890.2 
Div. 4 (Stephenville) ....... 24,185 43.5 8 1235023 339.3 
Dive (Cornerbrook)) cn 5 os. « 39,086 Tae 20 1:1,954 119.6 
Div. 6.(GrandiFalls) sm... . 38,045 Tide k yi A Deke 564.2 
Div. Vea(Bonavista)in ne bie +. 39,652 Dileed 8 1:4,957 319.5. 
Div. 8 (Lewisporte)........ 44,659 18.3 11 1:4,060 282.6 
Div. OUSEPANtHONV ee ces eee 21,710 13.8 5 1:4,342 VSO 
Dive LO (GooserSay) s,m. occ. 13,534 43.6 4h 1:1,933 15,347.9 
TotaliNitidh ance ce esas oe cst) i 457,853 Oba 230 1:1,991 621.9 
Prince Edward Island 
Div. ed (Kingeeestmdi. ass 17,893 14.9 7 1:2,556 91.6 
IDivicm 2aGPrince)ieche sietetee s,s 40,894 2345 28 1:1,461 Pfs) 
Divs eS (OUuSEHS) Pe goreltes « <4) 45,842 47.2 56 1: 819 iL Siy¢/ 
MOtaleeeR letieiiuste « ctels «40 104,629 32.4 91 ed 5O 24.0 
Nova Scotia 
Dive.) CAnnapolis)) < stn...6s 22,649 13.1 12 ikea yteesyy/ 107.1 
Div. 2 (Antigonish) ....... 14,360 30.3 17) 0 bon ia eel / 45.1 
Div. 3 (Cape Breton) ...... 131,507 82.5 89 1:1,478 10.9 
Dive. (Colchester)... «.« 34, 307 49.3 22 1:1,559 66.0 
Div. 5S (Cumberland) <...... Saar Sats} 25 iipabscistal 67.3 
IDK 75. (or COTE Srperg glo oo GonOI 20,2164 11.4 16 1:1,264 60.6 
Div. 7 (Guysborough) ...... 13,274 Via 6 He ae, 268.5 
Dive Cu(balifax)is shes stews = 225 i223 75.9 353 1: 639 5.8 
Dive Ol ants) ks «<6 sale oe 26,444 19.7 15 1703 81.9 
Div. 10 (Inverness) ......... 18,718 18.5 9 1:2,080 156.6 
IDS, AUIS CPOE) ya Gucnn Oo cRciOn 41,747 28.0 45 1 eo2S 18.7 
Div. 12i@eunenburg) ........ 34,998 24.7 24 1:1,458 48.7 
Dive 1SaGhictou) i... capes sos « 43,908 61.4 30 1:1,464 S725 
Div. L4(Oueens) oe case sas E3555 28.2 8 1:1,644 122.9 
Divan lS iGeachmond) se. sacs os « 11,374 — 6 1:1,896 81.5 
Div. 16 (Shelburne) ......... 15,208 23.9 9 1:1,690 108.8 
IDEN Il (eee) oligo Jogo 8,266 — 3 We Dp Wiss 368.3 
Div, USseVarmouth)) ie. acc 6 «6 23,386 36.9 22 1:1,063 38.1 
OLAS eo atee «et 6: a6 0 6016 737,007 54.3 706 1:1,044 29.4 
New Brunswick 
Dive NCATDEEL) Mace «asec ooo 12,485 31.4 8 Jeol 85.1 
Diveoi(Carleton): <2... «3 23,507 227 16 1:1,469 81.3 
Dive sh nanlOtre))mi. ateetel es ore 23,285 34.1 a3. jbl ayAch 95.6 
Div. 4 (Gloucester) ........ 66,343 19.9 29 1:2,288 63.9 
Dive OL CCILU) Mears «else ene (cise 26,667 10.9 8 135333 216.8 
Div, bol(Rineayes ohhh ccs 25,908 19.2 27 1: 960 50.9 
Div. 7 (Madawaska) ....... 38,983 A4.4 23 1:1,695 54.9 
Div. 8 (Northumberland) .... 50,035 SOn 14 1:3,574 333.6 
Diy bOl(Ouechs) us. ss cess 11,640 11:7 4 1:2,910 343.3 
Div. 10 (Restigouche) ...... 40,973 51.4 36 115138 90.1 
Dive wile(saint ohh) i. «cs .15'<)< 89,251 88.1 118 1-99 756 SR 
IDA A (Soinletrap! 4hionoopoodc 22,796 59.2 2 1:1,398 539.5 
Dis elio @VAGLOPIA)) ils s siatetenselel OM £2 26.6 AVAL de 792 188.5 
Div. 14 (Westmorland) ...... 93,679 60.9 99 1: 946 14.4 
Diver Se GY OLK) tarecets tase oirci'e orale 52,672 58.0 47 ues a [oh 75.4 
Mo tals Ne Bisa cise es a pele) Siete 597,936 455 1: 1,314 60.4 
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APPENDIX 4-10 (Cont.) 


_, |Physician-| Square 
Physicians Population| Miles per 
June, 1961 Ratio |Physician 


: ‘ Per cent 
Province and County or Population Of Urban 


Census Division June, 1961 Population 


Quebec 


Dive pLuCAbitibi))secietsrot ects 108,313 45.3 1:2,579 1,826.8 
Div. 2 (Argenteuil) ........ 31,830 5253 19 Le O75 41.2 
Div. 3 (Arthabaska) ....... 45,301 60.4 26 i 742 25.6 
IDEAS ZGEEVSOO) ad dowogon0 do 21,390 31.1 8 1:2,674 43.3 
Divi on CBeCaUuce) hems siepentstor 62,264 42.1 42 1:1,482 26.9 
Div. 6 (Beauharnois) ...... 49,667 85.8 28 1:1,774 5.3 
Div. 7 (Bellechasse) ...... 26,054 4.4 11 1:2,369 59.4 
Div, 8 (Berthier).. «<1 oes 27,325 44.0 12 LDF 277, 151.3 
Div. 9 (Bonaventure) ...... 42,962 SEL 15 1:2,864 230.9 
IDK, 0) Csi) gaacohodoad 13,691 23.0 5 1:2,738 97.6 
IDEKomll COcmmMdshoy soascaose 146,745 97.3 126 1G ES ileal 
Div. 12 (Champlain) ........ 111,953| 69.6 73 1:1,534 117.6 
Div. 13 & 14 (Charlevoix) ... 31,012 41.6 12341 
Div. 13 (Charlevoix E) ..... 16,450 50.0 11 1:1,495 
Div. 14 (Charlevoix O)..... 14,562 Sweal If 1:2,080 
Div. 15 (Chateauguay) ...... 34,042 63.4 19 1:1,792 13.9 
Div. 16 (Chicoutimi) ....... 157,196 78.5 165 1: 956 107.9 
Div. 17 (Compton) “25.0. «6 24,410 35.0 10 1:2,441 93.3 
Div. 18 (Deux Montagnes) ... 32,837 43.0 21 1:1,564 13.3 
Div. 19 (Dorchester) ....... 34,711 17.6 21 1:1,653 40.1 
Div. 20 (Drummond) ........ 58,220 TN? 34 Nea yay? 15.6 
Div. 21 (Frontenac) ........ 30,600 28.6 14 1:2,186 97.9 
Div. 22, 23, 24 (Gaspé) ..... 74,341 24.2 126.6 
Div. 22 (Gaspé — Est) ...... 41,333 215 21 1:1,968 
Div. 23 (Gaspé — Ouest) .... 20,529 44.4 12 es Ly7alal 
Div. 24 (Iles de la 

Madeleine) ........ 12,479 ~ 4 1:3,120 
Dive 25 20, CEGIL)) ae c nieie ere ele 129,111 78.1 28.9 
Divan 2 SaCHull) mir ctor icrersrnsts 84,803 96.7 59 1:1,437 
Div. 26 (Gatineau) <«........ 44,308 42.5 30 1:1,477 
Div. 27 (Huntingdon)! “reuse + 14,752 21.2 5 1:2,950 72.2 
Divers Sacibenville arrest ise 18,080 42.0 10 1:1,808 19.8 
Divs 29i(Jioliette) s..jee o 44,969 55.4 36 1:1,249 69.6 
Div. 30 (Kamouraska) ...... 27,138 27.6 12 1:2,262 86.5 
Diversie(eabelle)i te. case tere 29,084 34.7 10 1:2,908 239.2 
Div. 32 & 33 (Lac St. Jean) . 105,230 53.9 354.2 
Div. 32 (Lac St. Jean Est) .. 43,920 69.0 29 1:1,514 
Div. 33 (Lac St. Jean Ouest). 61,310 43.1 38 Tools 
Div. 34° (va Prairie) 2.0... 31,157 Warsi 15 1:2,077 lb Ys} 
Div. 35 (L’Assomption) ..... 39,440 63.8 22 131,793 IL y 
Div. 36) (levis). discicus secs 51,842 TH 50 1:1,037 5.4 
Divs 87\(ilelety) os. s8 cn oe 24,798| 18.7 13 1:1,908 59.5 
Div. 38 (Lotbiniere) ........ 30,234 12.4 14 1:2,160 51.9 
Div. 39 (Maskinonge) ....... 21,274 28.8 12 Ie TAS} 198.2 
Div. 40 & 41 (Matane) ...... 70,664 37.5 147.0 
Div. 40 (Matane) ..........4. 35,078 40.9 13 1:2,698 
Div. 41 (Matapedia) ........ 35,586 47.3 10 1:3,559 
Div. 42 (Mégantic).......... 57,400 65.2 34 1:1,688 22.9 
Div. 43 (Missisquoi) ....... 59,526 55.1 18 1:1,640 20.8 
Div. 44 (Montcalm) ......... 18,766| 31.1 6 1:3,128 649.0 
Div. 45 (Montmagny) ....... 26,450 35.6 13 1:2,035 48.5 
Div. 46 — 47 (Montmorency).. 25,708 36.6 157.0 
Div. 46 (Montmorency #1) ... 20,734 45.4 9 1:2,304 
Div. 47 ( i! #2, 

Ile-D’Oléons) ...... 4,974 - 5 1: 995 
Div. 48 & 49 (Montreal & 

Jesus Islands) .| 1,872,437 99.7 0.1 

Div. 48 (Ile de Montréal) ....| 1,747,696 99.7 3,442 LS OS 
Div. 49 (Ile Jésus) ......... 124,741 98.8 101 1:1,235 
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Province and County or 


Div. 
Div. 
Div. 
Div. 
Div. 
Div. 
Div. 
Div. 
Div. 
Div. 
Div. 
Div. 


Div. 


Div. 


Div. 


Div. 
Div. 
Div. 
Div. 
Div. 
Div. 
Div. 
Div. 
Div. 
Div. 
Div. 
Div. 


Total Quebec 


Census Division 


50 (Napierville) ....... 
SIRONICOlEE) Miia. siete « <.'e 
52 (Papineau) ... 
53 (Pontiac) 
54 (Portneuf) 
S5\(Ouebec)s ycis,cahisis 0.4 
56 (Richelieu) ., 
57 (Richmond) 
58 (Rimouski) 
SO (Rouville)y i)... «6 

60 (Saguenay) ........ 
Glu(Shefford) eo). <tr. +6 
62 (Sherbrooke) 
63 (Soulanges) 
64 (Stanstead) ........ 
65 (St. Hyacinthe) ..... 
OOn(StwJean) is. <telete se: 
6O7(SteMaurice)) > .e8. «1. 
68 (Temiscamingue) ... 
69 & 70 (Temiscouata) . 
69 (Riviére du Loup) 

70 (Temiscouata) 
71 (Terrebonne) 
“2 (Vaudreuil) *.)..70.1.. « 
73 (Vercheres) ........ 
TAS (WOLLE) teks so tetetehe ss 
75 (Yamaska) 


eoeeeeeeeeos 


ee eeeee 


eeeoeeee 


eeoeceeeee 


eoeeoeoee 


eeooeeeee 


eoeeeeeeee 


eoeveerosvreae 


Ontario 


Div. 
Div. 
Div. 
Div. 
Div. 
Div. 
Div. 
Div. 
Div. 
Div. 
Div. 


Div. 
Div. 
Div. 
Div. 
Div. 
Div. 
Div. 
Div. 
Div. 
Div. 
Div. 


Div. 
Div. 


Div. 


Div. 
Div. 
Div. 


1 (Algoma) .. 
2 (Brant) 
SEGESEUCE)) EB tals ea, 0 <hede 98 6 
4 (Carleton) 
5 (Cochrane) 
6 (Dufferin) 
7 (Dundas) 
8 (Durham) 
9 (Elgin) 
MOG SSIES) reco cio low Oe 
11 (Frontenac) 
12 (Glengarry) 
13 (Grenville) 
UG. (CIN) Se cena ood 
15 (Haldimand) .. 
16 (Haliburton) 
17 (Halton) 
18 (Hastings) 
19 (Huron) 
20 (Kenora) 
DANE (CSN) SAG Gos OOOO C 
22 (Lambton) 
23 (Lanark) 
24 (Leeds) 
25 (Lennox and 
Addington) 
26 (Lincoln) .. 
27 (Manitoulin) 
28 (Middlesex) 


eeoeeeeereoeese 


eeeeseoee 


eeoeeeveee 


eeeceoeveeves 


eooeeeeevee 


eoeoeeoeereeese 


ooeeeees 


ee eeevee 


eeeee 


eoeeeee 


eo ees eeeees 


eeoeeeeeoee 


eevee eeeeees 


ooo reeves 


eveeeeeeve 


eoeeeeeeeee 


eeeveees 


eoceeeveeoe 


? Per cent we Physician-| Square 
Population) 4¢ Urban [Physicians Population| Miles per 
June, 1961p opulation June, 1961 Ratio Physician 

1:1,602 PA: 
1:1,927 39.1 
122330 112.9 
1:1,995 956.0 
A 1:1,878 5355 
5 Leas 4.2 
A 1:1,607 9.2 
5 122 Oe 25.9 
A 1:1,360 43.5 
5 132302 STIL 
81,900 55.8 38 1225155 8,294.1 
54,963 65.5 34 1:1,617 16.7 
80,490 87.3 108 T7465 Dien 
10,075 10.2 3 12335358 45.3 
36,095 69.9 23 1:1,569 18.8 
44,993 69.9 45 1:1,000 6.2 
38,470 Uh? 27 1:1,425 7.6 
109,873 84.0 118 1: 931 15.4 
60,288 By l SHE 1:1,945 289.6 
69,318 40.5 56.8 
40,239 44.4 Pal 1:1,916 
29,079 35.0 12 1:2,423 
102,275 1202 78 5 LOG Es iy IS bi 10.0 
28,681 60.4 18 115593 eZ 
25,697 55.9 21 1:1,224 9.5 
18,335 24.6 if 1:2,619 97.1 
16,058 9.7 FE Te2° 071 Sea 
5,259,211 74.3 6,167 S55 84.9 
111,408 Sok ff 1:1,547 268.3 
83,839 75.9 92 Lee Ol! 4.6 
43,036 34.9 29 1:1,484 56.9 
352,932 92.1 627 t: 563 15 
95,666 66.2 67 1:1,428 779.7 
16,095 S672) 12 1:1,341 46.4 
17,162 32.8 ee 1:1,430 32.0 
39,916 46.6 25 1:1,597 Doe 
62,862 48.9 VPP ihe f3y/! 10.0 
258,218 81.4 328 ge ers iy Dive 
87,534 RS) 232 ile’ SS Y/V7E 6.9 
19,217 1335 ipl 1:1,747 43.5 
22,864 40.5 16 1:1,429 28.9 
62,005 48.4 5 1,192 32.8 
28,197 S305) ily/ 1:1,659 23a, 
8,928 - 4 La 2oe Sula) 
106,967 88.8 125 1: 856 2.9 
93,377 59.7 73 1:1,279 31.8 
53,805 S347) 37 1:1,454 35.0 
51,474 48.1 35 TT 478 4,377.7 
89,427 56.8 83 11,077 b ka a 
LO2;031 67.1 106 1: 964 10.6 
40,313 Syicat 40 1:1,008 28.5 
46,889 50.9 52 1: 902 ies! 
DSTA 19.0 its) 1:1,824 90.0 
126,674 74.9 167 13759 2:0 
11,176 13.7 5 15273235 317.6 
221,422 82.0 462 1: 479 PH 
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Province and County or Population Per cent Physicians Ebysician. eaare 
GoneusiDivicion June, 1961 of Urban June, 1964 Population} Miles per 
Population Ratio Physician 
sp SE __  __________, 
Ontario (Cont.) 
Dive29 (luskoka cc. «treet 26,705 34.4 22. 1:1,214 72.0 
DiveesOl(Nipisisine) aa. riere crete. 70,568 61.1 60 galas) 126.0 
Dio BW GNCBIONS), sodas od dc 50,475 34.6 25 1:2;019 25.4 
Div. 32 (Northumberland) .... 41,892 42.6 30 1:1,396 24.5 
ID Ge (OMAP) 45 sanooocdc 135,895 Sos) 128 1:1,062 6.7 
IDNs SES (CObekere)) oho dodvodode 70,499 51.4 69 15022 11.1 
Div. 35 (Parry Sound) .°...., 29,632 Si 20 1:1,482 216.8 
Diva co (Peel) cra oie el ae SAS: 78.0 131 12S 52 3.6 
Dein SH CLE) acotooocccndd 57,452 57.4 51 Le 7 16.5 
Div. 38 (Peterborough) ...... Won SUS HASSE 87 1871S 16.3 
Dive SOn@Rrescottye ae sated 27,226 46.9 19 1:1,433 26.0 
Div. 40 (Prince Edward) 21,108 28.1 18 Ly ler: PASTA 
Div. 41 (Rainy River) ....... 26,531 65.3 16 1:1,658 454.8 
Div. 42 (Renfrew) .......+... 89,635 Sil 47 INE 907; 64.0 
Dive43) GRusiselll) as <> «1 20,892 26.0 8 12 Ou 50.9 
Div. 44 (Simcoe) ...... : 141,271 51.0 124 EIEN SSS) 13.4 
IDEN CIS) (SeoreINCTD), oo aod codec 57,867 75.4 48 11206 8.6 
Dive 4On(SudbuUny) sae cierevere es 165,862 71.4 146 SG NOS 7/ 
Div. 47 (Thunder Bay) ...... 138,518 80.1 125 1:1,108 419.8 
Div. 48 (Temiskaming) ...... 50,971 65.2 40 1:1,274 147.4 
Divine 49) @Viietorialmate crete a ore 29.750 47.0 28 1:1,063 48.1 
Div. 50! @aterloo)r ns sic eee 176,754 83.7 198 1893 2.6 
Diva Si(Welland)s nce ete cre 164,741 81.1 148 Les 2.6 
Div. 52 (Wellington ......... 84,702 65.0 92 ile pil itataal 
Diva 53 (Wentworth)! ise. «<0. 358,837 90.4 465 Ne 1 7P 1.0 
ID, B4! ALES) cocoooggd00 a6 1,733,108 97.4 3,029 Le S72 0.3 
IROL EVM OSMETHOL no om OO. O80 6,236,092 Wes 8,040 WR IK AAS 
Manitoba 
Diver Oli Verreratetoretenotcns stejerara canis 28,734 13.0 12 125395 138.8 
IDE DB ab ovobdodgadomcuoa00 6 36,105 29.5 16 125257 123.9 
DWE SG KacovguodscomIcoGdo 21,980 7.9 14 1a S70 182.2 
IDA 4) Goswes coe coon oo 14,217 16.5 9 1155380 274.0 
IDS. DW Gdinaidio doe aeons 5 31,402 32.9 15 1:2,093 87.8 
DEMO" Olta aim ow G00 Focgooae 30,929 40.1 15 1:2,062 119.5 
DENG I-T a crowd oct ood 6 OO 49,536 59.1 41 1:1,208 61.8 
Div. 8 BIO.O1 OO ONO. OO o¢ 21,617 28.3 163 1:1,663 166.2 
Davin, Ob We fs stehon cnet eile) aPotesiere)ioxs 11,832 12.0 6 LG O72 190.3 
IDO S Geaiciars OOo Odd, Gd Cree 19,296 28.0 14 LSS 134.4 
IDEAL By aid oS ode dioocsone 13,447 - 5 1:2,689 546.0 
IDSVG WAN ogo claas aor Gree ghaMelie else ne 28,686 6.4 10 1:2,869 789.3 
Div. si ack dv, 86 oreso sd. Ouowso a 12,880 9.8 9 1:1,431 194.2 
IDK GU ocho goood OoOnee 6,702 20.4 2 LS; So 465.0 
Div. 15 8 8 EOeo D.o.cnIOn 14,906 DUD 7 EA NAS) 482.7 
Diview LOkMsemdorheiers elec erie. ¢ 46,781 47.8 28 1:1,671 SoZ 
IDEV/p lip waceetenes Rtrono Orne 5.5.0 : 2132S 39.5 10 NBA SY) 166.4 
OG UY Soocadv oad ann dan don 15,403 - 1 1:15,403 3,652.0 
IDEAIS AIG) go aoooe S'S SO G10.6 19,921 6.2 6 1235320 1,354.2 
IDM AO” SS dacotoh 56 ase 475,989 97.8 887 WS -S)si7/ 0.3 
TotarMane setsene © epee 1-1 921,686 63.9 1,120 17823 189.1 
Saskatchewan 
Davee Wl Racretsces 6d 0 G0% 5 oma’ 38,875 23.4 22 1:1,767 270.2 
Die PA Gi5.4.0 dno ut O:0.0.O0 000 33,760 SOeL 29 1:1,164 230.6 
Dives ‘Siete: Os0rc Aro 0 Oo, 0 28,245 14.1 il 7/ 1:1,661 449.8 
DDS VR 4 Ws dakstes es crores NO Ge uous nOe 17,925 24.8 14 1:1,280 541.4 
Divew (Ose .chomien SOR GUGIONO. OstaC 45,396 25.1 Pil 1:2,162 274.3 
IDM, O Saogdadd nooo. 154,400 74.8 257 L604! 26.4 
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APPENDIX 4-10 (Concl.) 
Province and County or Population ati i Physicians Nese poo 
Census Division unem1061) a8 | June, 1o6ily com atone Miles per 
Population Ratio Physician 
af ——— 
Saskatchewan (Cont’d) 
IDSA! WAR, dig oD ciRRRomS onoicec Haas 61,340 55.8 56 e227, 149.4 
DLV se Simchat cteteselahe re ctelletercrs eke ts 41,328 39.0 30 sea lesi/rs} 308.8 
IDNA, OD 96 Sood ocho clon tarbuEoee 50,021 30.1 3 1:1,614 161.6 
Divs lO eee: ech ores! snare! sayerete sve 33,977 8.8 15 125265 324.0 
DTV cme ld Mesiete.oreter site eet eSieievs, ei ene sits 125,846 78.1 293 1: 430 20.4 
IDG ZA oa croeemorOloncsoRowNO Matstone 28,283 24.0 12 1:2,357 498.5 
ID ivaml Sie oets er cucr siete ester one loisle cr 32,994 23.4 18 1215833 380.4 
Dive lta Wertte g cates hele eo a 6 oe 54,564 DS 31 1,760 432.9 
DAvim LS as amewewerswenakeresetenscencceneve ce 83,669 34.3 54 1:1,549 151.7 
DAML OMES est clelencieis 6 atie)e ecereiee « 45,020 Deo 39 Hel 154, 208.4 
MD) iview lifate sites. cdebereta etc vale e.e%e ate 28,830 19.2 WD 1:2,403 576.1 
DDS ics. BUCS iy ca ORRCE 0, CREROIG STROH 20,708 INOE I 6 1:3,451 O25 15 
PL OLAIES A S Kes ervehichs «suelo. te sie 925,181 43.0 951 TOTS DEAS 
Alberta 
IDivemeplerwctttcss ote core ors tele oe 39,140 filet 31 1305263 260.6 
Dik, DB vsiooo oonouO On OOD One 83,306 56.6 89 1: 936 78.0 
|DER >. | Siege ced Gl Assy CHEMCaCIO ROR Mone nae 30,967 41.3 22 1:1,408 217.9 
IDhiies 4! Gen bo congo 0 OCU e 15,020 17.6 8 1:1,878 1,059.3 
Di Vem Ouse olensi ss clokece'e ss e-« 0, afle 38,115 15.0 21 1:1,815 310.5 
IVR Ole Ma arcie teuetene.cis's,¢ ors ee 317,989 89.4 359 1: 886 13.8 
BROS TP Grd-cbtrckoin, ots PRO ORO es 40,837 PPD SHN 29 1:1,408 261.4 
IDB tebcoks Gi art mecae Om OnE 76,533 44.2 Si 1:1,343 99.2 
IDE. 2) ae Semis 0 Cate OIC aC OIRO 20,274 61.9 10 1 Oe O27 SL MEGS 
IDES DUO gm 4.0.00G0.0 O10 DINO. GIO.0 70,177 2302 48 1:1,462 170.1 
DIV Selon ante: dsversielsteiers itvucl s,s vite 410,679 85.1 609 1: 674 9.2 
iV elo cc Pay sfece ciatecers ees 0 s.0 one 47,310 20.8 20 1:2,366 Deieys Weil 
IDEAS. ILS” a5 Ain clay ceo ORNOREO cae O 45,431 14.8 16 1725539 586.1 
IDE KAS. TD ols dia apron canoe NORE ROIS 19,282 40.4 9 132,142 TSS 
JDK, USES So oo nooo ne OOOO Oo 76,884 22.6 28 1:2,746 3731022 
MotalvAlbertans te « .). ese 1,331,944 63.3 1,356 13) 982 183.5 
British Columbia 
ly ie Alogouadoodccode ooodd ¢ 34,244 52.8 25 1:1,370 639.4 
Jp Re: | OX Ais Soteciy oko ceuecReroNre cic 70,707 54.9 59 1:1,198 226.2 
Die 8 Go Siem aid oO OO OOO One 94,646 50.7 82 1:1,154 130.8 
Di Vege une che cues siecace) s-<.0-0 «61 6 0s 907,531 85.2 1,476 TOS: 6.6 
isk, SS) eo ge qadob ho Oomao an 6 290,835 68.1 350 1: 830 37.7 
IDEN, Cl So 00 cao Gop OOOO UG 66,290 37.0 53 L125 592.8 
IDEN ~ GE SS Pil OOOO OIE ROR NETO GAY SPS) 64.7 16 15335 1,386.7 
IDEA. RSs aelodo doumodanoee 74,240 38.0 47 1:1,580 155910 
IDPS GO) po ge ation cco ODO Gm.o 38,203 65aL 26 1:1,469 3,389.5 
Divan Om ba cteis cra stetere ses « ots 31,061 46.9 16 1:1,941 5,158.3 
INRYVIRKO. erarcom oo One 1,629,082 72.6 2,150 s/s} 167.1 
Yukon 
otal eulcone is de ate sve oss 14,628 34.4 9 1:1,625 | 22,816.2 
Northwest Territories 
SRO VOIMAMIGINS Bi otvadlon Om c 22,998 36.5 15 12155336 |eco,pO2e5 
Canada is ss disse cheese «+ che ote 18,238,247 69.6 21,290 167857 166.7 
" Bika | 


Source: Census of Canada, 1961, Advance Report No. AP—4, June 28, 1962, DBS Census 
(Demography) Division and Occupation and Employment Section. 
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CERTIFIED AND NON-CERTIFIED CIVILIAN SPECIALISTS, 


ROYAL COMMISSION ON HEALTH SERVICES 


APPENDIX 4-14 


BY PROVINCES AND CANADA, 1951-1961 


Dee Ee Se et ee 


Specialists Percentage 
Increase 
Diecince 1951 1961 7 

Certi- | Non Certi- [Non- : Total 

| fied | fed Total | fied | ed | otal | 1951-1961 
Newfoundland .....-.---- 1 18 19 64 68 132 794.7 
Prince Edward Island..... 18 3 AN 29 21 50 138.1 
Nova Scotia.......---+--: 135 38 173 236 106 342 loth 
New Brunswick.......--- 114 21 135 199 71 270 100.0 
Quebec ..... ccs eee eeeees 906 | 373 1,279 | 2,443 691 | 3,134 145.0 
Ontariomerc ayes sew oan 1,620| 266 | 1,886 | 2,912 | 1,154] 4,066 115.6 
Manitoba ......--++-+++:: 181 78 259 357 233 590 127.8 
Saskatchewan .....-----> 149 35 184 293 159 452 145.7 
Albertalce ce ereaiet ct irene 219 56 Dales) 529 198 OX 164.4 
British Columbia .......- 452 96 548 863 240 | 1,103 101.3 

| 

Canadassen ca trenton: | 3,795 | 984 4,779 | 7,925 | 2,941 | 10,866 127.4 


1 Excludes Yukon and Northwest Territories. 


Source: Department of National Health and Welfare, Research Division, Survey of Physicians in 


Canada June 1951, Tables 12 and 13, pp. 
from the Brief from the Royal College of Physicians and Surgeons of Canada, 
the Royal Commission on Health Servic 


18—19; data for 1961 certified specialists taken 
submitted to 
es, February, 1962, Appendix I, Table 2; and data 


for 1961 non-certified specialists taken from Canadian Mailings Limited 1961. 
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ROYAL COMMISSION ON HEALTH SERVICIS 


APPENDIX 4-17 
CERTIFIED AND NON-CERTIFIED SPECIALIST — POPULATION RATIOS, 
BY SPECIALTY, FOR REGIONS AND CANADA, 1961 


Atlantic _— If Quebec | Ontario 
Cert, & Cert. & Cert, & 
Specialty Practised a gc eccnies Nomees = ee Hoaccer te 
Population eae sf Population Ae ne Population oe 
Ratio 5 Ratio & zy Ratio Sik de 
Ratio Ratio Ratio 
4 
(£000’s) 
Medical Specialties 
Internal Medicine?........++-+- 27.1 Ty 10.3 7.6 13.2 9.1 
Anaesthesia ......eeeeeeeceses 45.2 32.2 27.5 21.3 25.2 18.4 
Dermatology & Syphilology ..--- 474.4 379.5 131.5 111.9 117.7 94.5 
PaediatricS......eeeeeeceeeeee 65.4 49.9 31.9 27.2 28,5 23.6 
Physical Medicine & Rehab..... 632.5 632.5 4781 478.1 566.9 566.9 
Public Health. .....seeeeeeeees 210.8 37.5 89.1 34.2 164.1 25.7 
Surgical Specialties 
General Surgery ...-.eeeeseees 11.9 9.8 11.4 10.0 9.9 8.1 
Neurosurgery ..--eceeseseeeess 632.5 632.5 262.9 262.9 415.7 415.7 
Orthopaedic Surgery ....++ee+- 158.1 126.5 63.4 59.1 115.5 94.5 
Plastic Surgery ...-+e-ceeseees a - 375.7 375.6 479.7 479.7 
Thoracic Surgery. ..sssseeeeere 632.5 632.5 876.5 876.5 2,078.7 2,078.7 
Urology ...ccweseccceceseccess 189.7 158.1 101.1 99.2 102.2 95.4 
Medical Specialties — 
Complexes 
Neurology & Psychiatry 
Neurology ....esececssceereess 632.5 632.5 210.3 210.3 389.8 389.8 
Psychiatry ...2.eesceeeeseeees 54.2 54.2 38,1 38.1 29.4 29.4 
Neurology & Psychiatry .....--- 474.4 73.0 350.6 114.3 346.4 66.3 
Pathology & Bacteriology 
Bacteriology. ...-+sesceceeseees 1,987.4 1,987.4 187.8 187.8 366.8 366.8 
Pathology ....s+eeececeseceees 135.5 135.5 114.3 114,3 94.5 94.5 
Pathology & Bacteriology ....-. 948.7 105.4 328.7 150.3 189.0 83.1 
Radiology 
Diagnostic ....cseeeeeeeeerces 86.2 86.2 128.3 128.3 53.8 53.8 
Therapeutic ....eecseccewerees 379.5 379.5 1,051.8 1,051.8 328.2 328.2 
Diagnostic & Therapeutic ...-.- 126.5 86.2 53.7 49.6 105.7 78.0 
Surgical Specialties — 
Complexes 
Obstetrics & Gynaecology 
Gynaecology. ...seeeeeesseerce - - 202.3 202.3 3,118.0 3,118.0 
ObstetricS.....ceceecececccecs - - 89,1 89.1 519.7 519.7 
Obstetrics & Gynaecology .....- 61.2 31.6 40.1 24.8 22.4 16.5 
Ophthalmology & Oto- 
laryngology 
Ophthalmology --+++e+e+eeseees 126.5 126.5 73.0 73.0 58.8 58.8 
Otolaryngology......sseeesesee 189.7 189.7 56.6 56.6 67.1 67.1 
Ophthalmology & Oto- 
laryngology. ..ceseceresecess 73.0 46.3 150.3 125.2 129.9 90.4 
Industrial Medicine® .......++++ - - 48,2 48.2 35.8 35.8 
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ritish Columbia 
r —, 
Cert. & 
Specialty Practised it Beh SoH Corts mle Spe rs Nemes : fares 6 set 
Population ES reek Population oe Popoinuan 2 apie bi 
Ratio pulation Ratio Population Ratio Population 
Ratio Ratio Ratio 
(’000’s) 
Medica! Specialties 
Internal Medicine?............. 16.3 11.8 12.5 9.6 13,2 9.5 
MANIACS HOB Iss /ste'a's ove s\e'c'ce's one's 30.0 20.5 18.7 16.1 27.0 20,2 
Dermatology & Syphilology ..... 244.5 132.5 101.8 81.5 144.4 112.3 
RO GIR EPICS ore stare sieeieterainicin 616/07 37.0 30.0 30.7 25.5 33.0 27.4 
Physical Medicine & Rehab..... 635.8 635.8 325.8 325.8 520.0 520.0 
Pubiieriedith.ccce cis clos csicleias 151.4 21.9 70.8 22.3 121,3 26.6 
Surgical Specialties 
General Surgery ...........6. ore 13.5 9.8 9.0 7.8 10,9 9.0 
Neurosurgery 2.05 scccssaccece 227.1 227.1 181.0 181.0 298.4 298.4 
Orthopaedic Surgery ........... 73.9 57.8 56.2 54.3 82.4 71.4 
Plastic Surgery ........ ayave ia: S)eia 529.8 529.8 814.5 814.5 520.0 520.0 
Thoracic Surgery....... atereraines - 529.8 529.8 1,629.0 1,629.0 957.9 957.9 
WIEOLOGY: ins) ciciclis) oe sicieine Sictets wists 96.3 90.8 56.2 50.9 98.4 92.4 
Medical specialties — 
Complexes 
Neurology & Psychiatry 
DNOULOLOBY eisiersivicaisigisie.s sicis sie eine 635.8 635.8 325.8 325.8 337.0 337.0 
PSYCHIAT bos cisiercicies sis os salve 43.0 43.0 35.4 35.4 36.0 36.0 
Neurology & Psychiatry........ 1,059.6 58.9 271.5 81.5 395.7 75.8 
Pathology & Bacteriology 
Bacteriology..... RW. aes.e ae Rie 635.8 635.8 325.8 325.8 325.0 325.0 
PGE OLOGY stetctaciwlsiaia/=ts aie ols oleis) els 83.7 83.7 116.4 116.4 102.3 102.3 
Pathology & Bacteriology ...... 454,1 109.6 232.7 81.5 280.0 102.8 
Radiology 
Diagnostic ..... eee vevccccces 67.6 67.6 44.0 44.0 69.2 69.2 
PROTADCULIC 0 occ n sc cece nscss 227.0 227.0 325.8 325.8 379.2 379.2 
Diagnostic & Therapeutic ...... 176.6 105.9 81.5 65.2 86.7 69,2 
Surgical Specialties — 
Complexes 
Obstetrics & Gynaecology 
Gynaecology. ........seeeeees = = or = 650.0 650.0 
BON AG OARS AU GSO SOO DAB OODOCG 3,178.8 3,178.8 - - 252.8 252.8 
Obstetrics & Gynaecology...... 30.0 18.5 23.3 16.1 29.5 19,7 
Ophthalmology & Oto- 
laryngology 
Ophthalmology....... pieieteteieistets 66,2 66.2 33.9 33.9 63.0 63.0 
Otolaryngology. ......eeseeeeee 117.7 117.7 67.9 67.9 Taet 7307 
Ophthalmology & Oto- 
Paryngology..« ox o.06 ssc cswelse 138,2 67.6 135.8 95.8 126.4 84.3 
Industrial Medicine* ..... Aeaas 99.3 99.3 81.5 81.5 52.0 ie 52.0 


1 Excludes Yukon and Northwest Territories. 
3 Non-certified internal medicine also includes physical medicine, 


5 Not included in certified specialties. 


Source: Data for certified specialists taken from the submission to the Royal Commission on Health Services, February, 1962, Appendix 1, Tab- 
le 2, Data for non-certified specialists taken from Canadian Mailings Limited, 1961, and the population figures obtained from the 1961 


Census, 
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APPENDIX 4-19 


NUMBER AND PER CENT DISTRIBUTION OF ACTIVE CIVILIAN IMMIGRANT 
SPECIALISTS BY TYPE OF WORK AND SPECIALTY PRACTISED, CANADA, 1962 
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is Type of Work Total 
Grecraty Paciiced. | Private Practice Hospital Staff el ere ae 
Number Number : Per cent 
reporting | Per cent reporting | Per cent Re ceing 
| [ | [ 
Anaesthesia.......... 121 18.6 5 iets; 126 13.0 
Dermatology & 

Sy pHilologyon.. oe. ak 14 DPE 1 0.3 15 eS 
General Surgery....... 94 14.6 8 DS 102 10.5 
Internal Medicine & T.B. 89 13.8 48 14.7 137 14.1 
Neurology and 

Psy chiathyas iis 46 Ted 83 PAs) 129 13.3 
Neurosurgery ......... 5 0.8 = - 5 0.5 
Obstetrics and 

Gynaecology ....... 76 11.8 1 0.3 UH 7.9 
Orthopaedic Surgery ... 20 Sal 1 0.3 21 DD 
Ophthalmology & 

Otolaryngology ..... 70 10.8 = - 70 Ue?! 
PAC GratriCS eta... sis... 57 8.8 3 0.9 60 6.2 
Pathology and 

Bacteriology ....... 5 0.8 86 26.4 91 9.4 
Diagnostic and 

Therapeutic 

RAGIOlO Syactuteauens eben: 14 PND 68 20.9 82 8.4 
Wrologyaeguce.. ie ss 4s 11 7 _ - 11 nal 
Other and not stated’... 24 Say/ 22 6.7 46 4.7 

SOC a eee rw cote 646 100.0 326 | 100.0 972 100.0 
a [he 


1 Includes Hospital Administration, Allergy, Cardiology, Cardiovascular Diseases, 
Gastroenterology, Haematology, Proctology, Biochemistry, Physical Medicine and 
Rehabilitation, Plastic Surgery, Public Health, Thoracic Surgery and Industrial 


Medicine. 


Source: Questionnaire on Medical Practice, 1962, Royal Commission on Health Services, 
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APPENDIX 5-2 


AVERAGE WEEKLY SERVICES OF GENERAL PRACTITIONERS IN PRIVATE PRACTICE, 
BY TYPE OF MEDICAL ORGANIZATION AND TYPE OF ACTIVITY, CANADA, 1962 


Type of Activity Solo Practice Partnership Group Practice 
aii | 
No. of reporting Drs ........----205 2,542 819 492 
Office calls 
% of total patients ........sseeees 59.8 58.0 57.4 
7 rof total hours «2... 66 ves 9s ie 50.3 49.4 49.9 
Time per patient ........+++. Peek 0:17 0.15 0:16 
Hospital calls 
% of total patients ...........+ee. 21.6 27.9 28.9 
ol Lota luNOUrSw ie ciiere noes re 19.9 24.6 25.8 
Time per patient ........-+-see6- 0:19 0:15 0:16 
Home visits Day 
% of total patients ......-+..se-. 5 12.6 8.7 9.0 
% of total hours ........-+e+se0% me 18.7 14.4 iUSjqal 
Time per patient ...... esse eeees 0:30 0:29 0:26 
Home visits Night 
% of total patients ......sseceeees Se 2.9 3.4 
% of total hours ..--+-esseeeeeeees 5.9 6.4 6.7 
Time per patient .....seeseeeees 5 0:40 0:38 0:35 


Teaching and/or research 
% of total hours ....-.-++-+s+e. SOK 0.6 0.6 0.5 


Other activities 


% of total patients ...-..+ssseeees 3.0 PASS) ils) 
% of total hours ......++e-- ereyeickere 4.6 4.6 4.0 
Time per patient ......-eeeeeee c 0:31 0:32 0:57 


Weekly no. of patient—visits 
per Dr .....5.-- SIS on KO OD 148 179 i073 


Weekly hours per Dr ee al 50:34 | 52:26 | 52:08 


lincludes such activities as work at clinics, preparation of medical papers, attendance at medical 
meetings, telephone consultations, work connected with medical insurance, etc. 


Source: Questionnaire on Medical Practice, 1962, Royal Commission on Health Services. 
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APPENDIX 5-6 


FULL AND PART-TIME MEDICAL STAFF AND INTERNS AND RESIDENTS EMPLOYED IN HOSPITALS, 
FOR REGIONS AND CANADA, 1950-1961 


1950 1951 1952 1953 
oh renal of Physicians Tateras | Physicians Thtere Physicians interne | Physicians nntenie 
F-T P-T Residents hey I oe Residents F-T “pT, Residents F-T PT Residents 
t a i 
Atlantic Provinces | 
Geneta tt seis esnins ssesndts sae 21 33 97 18 39 94 21 26 91 48 $1 111 
MORON i) oes tines ares six a's 12 20 2 16 16 2 21 17 2 24 37 = 
Blige satire atts ip vera etrcera/s: is''siesela 35 15 yy 36 18 3 40 19 Si 42 27 1 
Mederallessrcs70e hee cain oe 38 = 40 a = =o 50 = 
ELV ACE wet avevenevstarsravale, <palerevers 6 - 16 - 1 - - - 
EROtetl Veis\sjaiseisie.s ats Pei 180 101 199 | 99 | 145 96 279 Fi 112 
Quebec | 
General mss siete scaatslxla nee +) 275 127 645 207 +319 637 113.124 475 126. 1S1 543 
WROD tall Wie e'5is (61s )s,019 515. ehe-s a8 50 16 30 40 29 14 62 23 19 41 70 45 
PE sES aac io wwisisiepy cniaisie W 9's 55 99 23 79 111 18 78 126 21 LOS. 3125 27 
MSCS rel eernvaisce aretone areleiatsies 47 - 53 - = os 50 = 
TEAS: Solna aR ARATODI 1s 29 - 29 — 12 - 4 6 - 
PLLOtAL Maraiw als soleil shove valor 598 698 867 i 669 | 538 515 it 676 615 
Ontario 
General isis ciec.cjse0%0 || 101 118 526 101 120 635 149 «173 643 158 170 628 
QTC A Nis etenetere oh eieceveiahsieiere's 93 27 10 89 26 18 95 30 49 76 92 31 
Wine Ea oi sisiecais:« Ganguooceenay 38) 16 10 78 6 8 76 11 10 80 10 8 
Mederales s:sevaianens-s araveheisce 90 - 103 = - - 86 - 
Ves ORC RG a AIRS OO OO AN 18 - eae - 6 = 20 3 nf 
OCG anetelataiavete:eisvel discs 543 546 545 661 540 702 695 668 
Prairie Provinces 
General. sien: oe atasce |) £63 Wik 226 64 72 267 76 G2 223 79 79 235 
Mental ..... RRA ER aS EH 50 21 3 62 12 3 64 15 1 60 24 15 
ArsitcSe re Si stseieneks)wcstatai(euetsiarssa\'siels 41 10 4 36 9 6 43 17 20 44 9 4 
PUGS A Lume ners istsfelidstareseianssvisis 62 - 88 - _ - 50 - 
Pore a CG Tea niaNctste ala oye/ai-vsieti ahs, 4 4 - 5 | - 9 te - - - 
REC OCG NOs seve eraleeneinta © 7a) ype 328 233 348 276 296 244 345 254 
British Columbia | 
CHGIROT ANT Tee vi die Buniey ahha wen 36 28 124 41 28 140 35 28 150 31 34 149 
VESeAt  saaSun Gee SIG Ocenia A 24 - - 31 - - 34 - ad 32 3 - 
SUES seetevetalel lala’ is/alalelers sis/ere 17 15 - 20 15 - 24 10 1 24 13 1 
WGGErAL™ cisreials sicis eid alate 34 - 47 - - - 41 - 
Private crac stiiisiviecele sa ated vA - 5 - 15 - 1 4 - 
= --}-- 
RE OL GE airatetie/ ain eYseisyefessin lets 161 124 187 | 140 146 151 183 150 
Canada‘ | 
Generaleccnstasivesiesisie sacs e096 383 1,618 431 578 1,773 394 423 1,582 442 485 1,666 
Men tal Wi s,soue, aye:oraieie)aisyeierei|| 229 84 45 238 83 Shy 276 85 71 233 226 91 
Paes Mi siavateraisialsiaiele:sinia\siainjsye|) 220) 155 39 249 159 35 261 183 55 295 182 41 
RO GE Peal ie soitejia aay als czacesoha ioe 271 - 331 - 192? - 277 - 
Privatemaercte mt seisice a elsie sis 64 - 77 - 43 - 38 1 
pe OCA Lins stecaversis c:s0e 4:<-t eke 1,810 1,702 2,146 1,845 1,857 1,708 2,178 1,799 
Minus medical graduates 
of Dalhousie, Laval 
& Montreal Universities, 
who receive degrees 
after internship 273 288 203 253 
Total Interns & Residents 1,429 1,557 1,505 1,546 
Operating & Reporting 1950 1951 1952 1953 
Hospitals, Canada, i b 
1950—1961 Oper.| Report. Jo Oper. | Report. To Oper. | Report. Jo per. | Report. % 
ie 
Se tierale asistencia asia sve & Sal) eS} 763 92.7 | 830 778 93.7 | 834 777 93.2 855 810 94.7 
Mental ois sins weve eaiarers 68 65 45.6 70 67 95.7 75 72 96.0 77 74 96.1 
MeN ee Nid vist ape soe wre ia 64 64 100.0 70 70 100.0 70 70 100.0 70 70 100.0 
Bederal oviiiciececiee ces a ans - 67 - - 78 - = 42 - - 47 - 


Private . SAae toca - 225 - - 220 - — 187 - 236 133 56.4 
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1954 i 1955 1956 1957 
Region & Types 
of Hospital Physicians | Intems Physicians | Interns Physicians | Interns Physicians | Interns 
Residents Residents Reciicate Residents 
F-—T P-T F-T P-T F-T P-T F-T P-T 
Atlantic Provinces 
General® ..cccscveseccecl 72 43 111 77 67 100 90 58 110 89 61 134 
Mental ........ stolelsisisivilese 29 56 1 33 Si 5 31 80 2 31 69 13 
Me ESelslatererets\vietsieiens ivcersiste 3[ 1 HS. 25 2 46 27 2 42 39 1 39 28 Ye 
Federal ......sseeeseeee 49 = 52 - 51 - 49 - 
Private ...... seeeeees eel = - - - - - | - - - - - - 
Total ie\sieiciare(siele einieis' ary 322 114 359 NOE | 391 113 366 149 
Quebec 
General’ «2.501 cesece ens] 189 187 541 208 231 749 213 236 779 241 296 937 
Mental .......eeeeeeeees| 49 139 38 39 129 21 53 152 28 66 136 27 
NSB stele sisioisteisrsiajsieierssiexeie|) OD) 97 20 91 108 20 89 104 20 92 117 21 
Federal ......0-seeceeee 53 — 53 - 54 - 58 - 
PPLV.AtE lelererslele wiciwieiele leis 9 8] 4 1 13 4 14 19 4 4 33 4 
SRE romeo crwopLCrOROe 830 603 L 873 794 934 831 1,043 989 
Ontario | 
General® are cris setels tarsi ererete 143 148 628 161 155 699 206 220 727 233 282 793 
Mental: siaueretalsterscotere a ieisit eas 110 108 19 111 98 15 135 109 27 165 126 18 
Se eh aooriedaao t ayereisielers 76 10 10 73 14 10 wh 21 5 73 17 5 
Federal... ..cccsene sess 86 - 86 - 76 _ 79 - 
Private wctwieye isivils a sieye enshaya 12 11 3 15 10 - 37 8 9 34 6 12 
otallierersistelaheeislelerniensisie 704 | 660 723 724 889 768 1,015 828 
Prairie Provinces 
Generale os os ress sicis Sa) val 63 266 64 71 304 72 85 315 70 95 362 
Mental oc. .cccsewess vers] 50 17 13 56 29 8 57 12 12 61 12 11 
PTs ES rele 'acetete erat ietatsioteelolere.« 45 6 3 45 5 1 42 5 2 45 B} 4 
Mederal or «ce cine > s civic ‘ 50 — 54 - 64 - 61 - 
Private: curetsielecseterels sere Wexs| if = 7 - 6 = 6 oe 
FBOUQL IS eie)e oreteinte eis ee Ao 309 282 331 a) 313 343 329 355 377 
British Columbia | i 
Generals mieten ies ei 35 34 176 38 40 183 43 44 156 43 44 177 
Mental cicisis viclelate i+ sicie:s seys|) 2) 7 1 37 6 1 40 9 - 41 9 - 
BW Shoo onpmodoondnacoanta! 23 9 1 13 3 2 12 6 2 23) 2 - 
Federal 00 so0ccc sc siie aie ais 44 — 45 - 47 - 41 - 
Private ........ pinieteteleveis|) 62 4 =- a 2 - - - - 1 2) - 
“MN! Soaooe adoHaanood 184 178 185 186 201 | 158 206 177 
Canada? 
General® 2. 56.000 Sistas OO, 475 1,722 548 564 2,035 624 643} 2,087 676 778 | 2,403 
Mental .......+- plefolvisne rele 265 327 72 276 319 50 316 362 69 364 352 69 
Lisi aieke siansis\eieislersia sistessisie!s| 200) 147 36 268 nS y7; 35 262 175 30 272 169 32 
Federal .......ceeeseeey 282 - 290 - 292 - 288 - 
Private: ...0cssse scenes SS. 7 49 4 84 al 13 86 16 
Total..... soan | 2,349 1,837 2,471 2,124 { 2,758 2,199 2,985 2,520 
Minus medical graduates 
of Dalhousie Laval 
& Montreal Universities 
who receive degrees 
after internship .......- 286 273 225 262 
Total Interns & Residents of 155k 1,851 1,974 2,258 
Operating & Reporting 1954 1955 1956 
Hospitals, Canada, Oper, | Report. Oper. | Report. % Oper. | Report, % 
1950-1961 
Generaltsccccmscecesineey S70 817 896 858 95.8 908 872 96.0 
Mental .. sees ccc cece 77 ig 74 74 100.0 77 75 97.4 
Tyra Biviatelehyielstsve (oie sielsieie nel 66 66 65 65 100.0 64 64 100.0 
Rederalic crise entre iscetd ae 44 = 46 - 44 = 
Private s.ssseseeeee ess 4 263 169 279 175 62.7 | 266 204 76.7 
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[ 1958 | 1959 1960 | 1961 
Region & Types of 7] Ta 
Hospital Physicians pote S| Physicians Base S| Physicians Interns Physicians Interns 
F-T P-—T |Residents p_7 P—T |Residents|/~_T p_T | Residents F-T Pp-—T | Residents 
+— 
Atlantic Provinces | ; 
Generals ctrscs cis cutee 97 60 126 98 136 1t7 109 169 141 116 169 165 
Mental .....6....see.0005| 28 82 19 31 103 19 35 96 11 43 110 13 
HI Eh Otic och AOGCSOAGONAOEN| Mek) 21 1 33 19 2 35 19 2 34 29 2 
POGOROL src e aces sc wa cie a 57 - 30 17 17 39 85 33 39 35 47 
ERIVGUG) can ce cesta anaes | = — _ = = a = a = a = 
EEOEGN reyes cy ates aVetere)lere oe 383 146 Af 192 275 155 I 218 369 187 232 343 me 
Quebec IF | ] 
Generales css sisinsh -| 282 278| 1,068 391 428! 1,072 335 585 1,279 322 637| 1,456 
Mental sisatiss cs msse ysien | 74 147 35 74 147 35 88 166 43 115 173 49 
PLeBr elec c ase sate es 5 77 105 14 76 74 10 79 82 10 ah 62 18 
HOGS aly slate: <siavesersieierscacerere's 60 — 28 4 74 30 42 105 42 - 97 
IPTIV ALO Nala svostelavclsiansts o's ine 7 21 4 2 13 8 - 13 2 | 10 52 9 
otal ns omic ccm swe araige L 1,051 1,121 | 571 66 | 1,199 | 532 888 1,439 560 924] 1,629 
Ontario 
Genoraltiyinyactpoisi ei crenres oll 247, 289 821 281 333 824 320 388 918 295 389 880 
Me titall Ric reiereleta stalcrep sieve «160153: 133 41 164 171 24 194 185 31 205 189 30 
Sn an arin aNeaey See S56 68 15 5 66 17 4 5s 18 4 51 19 5 
Mie doral re crerotasreversrare Je 84 - 56 130 76 78 196 87 52 199 92 
Private utes oe: eee -|_ 14 10 8 7 20 23 5... 284 2 oP yl | = 
SR OtAl jefereroleie overateccievereusare 1,013 mi 875 i 574 671 951 650 812 1,042 [612 814 1,007 
Prairie Provinces 
Genora leer chy secteiem sretere 83 104 416 107 157 391 Tar? 177 491 119 185 438 
Mental incre eicnsccsrensae 70 27 11 50 35) 20 62 30 19 66 23 10 
SHES seteverstevata.n'ietei.si ev everson . 43 4 3 42 8 3 49 8 3 46 9 1 
BO dere oes acces: sia sprsiiaie ee are 61 - 54 8 Pat 38 87 28 35 118 27 
PAV ate) cele arers;s aievelaiers ale 5 11 - a 5 — 2 5 = 1 7 a 
SOR gare ays resausiasatee iets) «:0,4 403 430 253 210 441 268 307 541 267 342 | 476 
British Columbia | 
General® Bote asin cers as 46 40 170 52 tHe 169 55 92 164 56 102 162 
MONGOL Sia oinree woe wie sccte's'ota 19 15 18 20 8 18 18 9 18 20 19 18 
Bx oaiasavaseiarni a nini nine: eiapecd arash 22 14 2 22 17 _ 20 8 - 21 13) = 
Federal ....... COO Ot 42 = 22 98 57 22 100 62 ZS 103 58 
TLV. ALG ores sisie'a: sini s\ereatera|e) = ad - 1 - - - - - - - - 
TOO wecetesie 5 eee 199 il 190 | 117 200 i al 115 209 | 244 120 237 238 
Canada* 
Generalti,)...- «see eusesi|| 755 771 | 2,601 929 1,131 2,573 936 1,411 2,993 908 1,482] 3,101 
MICU G Te) oer0 is, ersin. 3) 4) <'00's ee | O44 404 124 339 464 116 397 486 122 449 514 120 
Mapes seetste duces dessa) 248 159 25 239 132 19 236 135 19 223 132 26 
GGOLA ic nistaisiase/efaisisieisiayeis ia 304 - 190 257 251 207 510 315 191 455 321 
PIV ORE a cya ats gis s(t 3% as e780 64 12 10 38 31 7 43 4 20 77 9 
te, FA Sig Gr CO ICICLE! aa [3,049 2,762 1,707 2,022] 2,990 {1,783 2,585| 3,453 »791 260 3,577 
Minus medical graduates 
of Dalhousie, Laval 
& Montreal Universities, 
who receive degrees 
after internship... ......0.0% 289 273 292 
Total Interns & Resident a 2,473 2,717 i 3,161 t 
Operating & Reporting 1959 1960 
Hospitals, Canada % Oper. | Report. Oper. |Report, % Oper. 
1950-1961 
Generate scccciescisss ens 96.3 963 940 936 925 98.8 | 946 
Mental in msvs.6/siersiavers sjeiors’ 6 95.0 81 74 87 73 83.9 89 
MSE iia a 6s s sine Hh es ee 100.0 57 57 58 58 100.0 55 
Paoderal sisei< sag estes os sis = 66 47 86 71 82.6 80 
PPLv Ate ie m\s.o.< 1s) <)averarsysye sie's m7 | 331 232 192 152 Got bee 


1 General hospital includes public, general and allied special hospitals (chronic, convalescent, maternity and other), 
Data for physicians in federal hospitals are not available for 1952. 


3Excludes Yukon and Northwest Territories. 


Source: Health and Welfare Division, Institutions Section, Dominion Bureau of Statistics. 
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APPENDIX 5-8 


EMPLOYMENT OF SPECIALISTS IN THE ARMED FORCES, MARCH 31, 1962 


Specialty 


i 


Anaesthesia ......ccceeevecveecs 
Dermatology & Syphilology ....... 
General Surgery .....cccccccscces 
Internal Medicine. ........ceeeees 
IPSV CHiACH Var wekenelokeiovenonenolsienelolcrsiexeiens 
Obstetrics & Gynaecology.......- 
Orthopaedic Surgery ........eee0% 
Ophthalmology ......cceeserecces 
Otolaryngology. ....cccccecsecces 
Ophthalmology & Otolaryngology .. 
PaediatricS. ..... cece cece cseecs 
PatnolOcyitec sicle crcl i eie's 3! 0) erolereite ol oei 
Physical Medicine. ........eeeees 
Plastic Surgery ......cecccesccces 
Diagnostic Radiology .......eeceos 
Industrial Medicine ........e.seees 
Aviation Medicine .........eceees 
Basic SCieNncCeS ...cceeseceeesecs 
IBVOMELETICS) ee 6 e001 ole) 11s) «1410 ee eel oie 
Hospital Administration .......... 
Public Health. ..........scccscose 


MOtaliercrcistetete ctelerele enero stele welonehe cise 
ae 


No. in No. of Positions | Employed Staff 
Establishment a Filled [ Duties 
Certi- Non- | certi- | N- | Certi- oes 

fied Certi- fied Certi- fied Certi- 
fied fied fied 
1s 10 8 3 if | 
3 2 2 2 1 
16 21 14 10 
ie? 17 10 3 1 
13 2 6 3 
4 6 1 
il 
alg 3 1 1 
8 5 1 
il 
1 
1 1 i 
2 1 2) 
1 
ial 3 7 3 
3 
26 9 2 
il 
1 
6 5 3 
1 i ai a tS 
99 93 60 64 L 5 5 


Source: Department of National Defence, July 20, 1962, File ref. H.Q. 2—6030—2 D.S.G. (PTS) 


Table III. 
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APPENDIX 5-9 


SCALE OF SALARIES IN EXISTENCE FOR PHYSICIANS 
IN THE ARMED SERVICES BY CATEGORIES, 1962 


ee 


Categories of Physicians ese nro hibetares 
Unmarried Married 

1. Captain 

Onvenrolmenthet sas eee 0S. NOEs. as $ 7,056 $ 7,896 

——RATLOR IS) VCALStn: tn eke «ioe; oe eee © Sys i as 8,016 8,856 

EMALLCTROTVECALS fate eel eee sree See tals 8,976 9,816 

—RALLCTLONVE ATS sss ccu wolieniaysie tei ls, eis ccoa dai 9,936 10,776 
2. Major 

Oni promotwlon cist sto PROM ee ws 10,476 11,220 

SALUTE OSY CAL Siow le lad ots e'e aus oss ous es 10,836 11,580 

BAL LCTRORV CALS. eter cay foxe$ crags oye) Psp odes oep chess 11,196 11,940 

== AE LET AOSV. CALSMRIe Ne Geils s sys ea ss se 6 ie 556 12,300 
3. Lieutenant—Colonel 

OnepromotlOniee neo oss sbsxcen austen sss: 11,820 12,588 

mera ttCLe SG VCALSi stax. ss sttbaieletbbsGuehs «us os 12,240 13,008 

=valterO yEars. 1... titans ei ta cle ae 12,660 13,428 

SPA LLCTSORV.EALS elie cera tte ects ote ie oy 035.5, ois 13,080 13,848 
4. Colonel 

On BpLOmOtiOme ris cis, cash este ssc se RMe sestelke: s 13,236 14,028 

Se LCTES GV. CALS tecske cise (ors: «nerves, @. amciariow atta ts 13,656 14,448 

=o PUGS? GAVE BS456 06 oo O ood oaumo mE oe 14,076 14,868 
5. Brigadier 

OnGpromotion\ermeaciiiersisisicnckone Suenos ok). 14,204 16,008 


(no progressive pay) 


6. Major General 
Onepromotioniare gers cisellsieners sie ses rors) 17,160 18,000 


(no progressive pay) 


Note: Enrolled in rank of Lieutenant (Navy), Captain (Army), Flight Lieutenant (RCAF), Rank 
tables are shown in Army equivalents. Marriage, subsistence and responsibility allowances 
are included in gross salaries. 
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APPENDIX 6-1 


ECONOMICS OF MEDICAL PRACTICE — 1960 Do not 


: ite h 
RETURN THIS PART OF THE QUESTIONNAIRE IN THE ENVELOPE ADDRESSED 7 
TO THE ROYAL COMMISSION ON HEALTH SERVICES 


The following questions, referring to the year 1960, have been put on a separate sheet so 
that this portion of the completed questionnaire can be returned separately thus ensuring 
anonymity. 


Please note that over and above the confidential and purely statistical nature of this 
whole study, the separation of this sheet removes any possibility of identifying the 
respondent. This procedure, on the other hand, makes it necessary to repeat certain 
questions regarding the type of your practice in order to ascertain the distribution by 
such characteristics of the data supplied. 


Le Location: Province 2 = 
State whether: rural [_] or urban: under 10,000 population [_ ] 
10,000 to 100,000 

over 100,000 


OU 


2. Year of graduation ________ years in private practice 
3. Practice: solo [_]; partnership or group [_]; not in private practice {_}. 


4. Type of major work in which engaged during 1960 (check one): 


Private practice: General Research 


OU 


a 

Specialist Teaching ee 
(state specialty) Public Health Ey, 
fa) 

Ea] 


Industrial medicine 


Other (specify or give title): 


Consultant Specialist 
(referred only) Nonespecialist 
Junior intern Retired = 


Senior intern, resident, fellow 
Hospital staff: Specialist services 
Other (specify) 


OOOO U 


N.B.: For any group practice or partnership where individual expenditures cannot be deter- 
mined, it is requested that a composite return for questions 5, 6, and 7 below be 
completed by one member, indicating by checkmark =) that this is such a compo- 
site retum, and giving the number of members of the group. 

(number) 


5. Annual operating expenditures incurred in the practice during 1960: 
If you find it more convenient from your bookkeeping methods to arrange the following 
operating expenditure items differently, (e.g. in line with your tax retum, etc.) com- 
plete this section in accordance with your records. 


1) Medical, surgical supplies and services $_______. 7) Automobile operating 

2) Salaries or wages paid to assistants: expenses $ 
a) Nursing staff No ____—s‘ 8~) Interest paid on 
b) Technical staff No. borrowed capital 
c) Clerical & other staff No. —__ ee 9) All other expenses of 


practice (incl. 
convention expenses, 
association fees, 

5) Office rental en misc. office expenses, 


3) Telephone & answering service 
4) Assistant’s fees 


6) Depreciation: etce) 
a) Medical equipment costing over $50 
b) Medical equipment (less than $50) 
c) Office furniture and equipment Se Total current 
d) Automobile gees ie Vad, operating expenses 
e) Buildings 


APPENDICES CHAPTER VI 359 


Do not 


write here 
6. Depreciated value of capital assets at end of 1960..... 


7. Capital cost of buildings and/or equipment purchased in 1960..........+... $——___ 


8. Net income for 1960 from medical practice and salaried work: 
(a) Net income from practice...... Siepele she ial eis telislersisiele aivie aialctsisis a) oleiecvicrsraehe ate $ 
(b) Income from salaried appointment 


(c) Other professional income (fellowships, etc.)...... excl atatelte telstelelnieis Pee ce 


COMPLETE THE FOLLOWING QUESTIONS ONLY IF 
PRACTICE WAS ESTABLISHED SINCE 1956 


9. Cost of establishing practice: 


(1) How did you establish your practice: 
(a) by taking over an existing practice [|] 
(b) by establishing an entirely new solo practice Ee] 
(c) starting practice under contract with: 
(i) community organization (e.g. municipality, industry, etc.)? etal 
(ii) partnership or group? ([_ ] 
(2) In what year did you establish your practice? 
Underline: 1957, 1958, 1959, 1960, 1961, 1962 


(3) Indicate under the following headings the NET COST of items purchased as follows: 


additional cost in each subsequent 


Initial cost year of practice 


in lst year 
of practice 


2nd 3rd 4th 
year year 


(a) Office space purchased 
(if rented check here [_ ]}) 


(b) Examining and consulting 
room equipment 


(c) Office and waiting room 
furniture and equipment 
(e.g., filing cabinets, 
typewriter, etc.) 


(d) Automobile used in 
practice 


(e) Other capital goods 


(f) Purchase of practice —S—— Se ee ee 


(4) Source and amount of funds used to establish practice initially: 


Source: Amount: 


(a) Personal resources... ses seeeececeee reece rr esse creer seccres 
CD)EG ifs setters Steele «role aisiels isle orereie) wie wl) elshe) » ieioys = ens pianelaisit is eae sc 
(c) Credit or loan: 


(i) Family or relatives.....-.- sees ee ree re eres ce reesererees 


(5) From the time you set up practice, how long did it take for your gross 
income to exceed the annual cost of operating your practice plus 
current living expenses? ..----eeeseer sere eeesrrerrrecesccrrs 


PLEASE RETURN THIS SHEET TO THE ROYAL 
COMMISSION ON HEALTH SERVICES 
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APPENDIX 6-2 


GEOGRAPHIC DISTRIBUTION OF GROUP MEDICAL PRACTICE, 
BY SIZE OF GROUP AND SIZE OF COMMUNITY, 
FOR REGIONS AND CANADA, 1960? 


Group Size (Number of Doctors) 


Regions and Size of Community 


9 | 10 |10+| Total 

AltlanticoReSlonien.mctatcreuleiioleeieneere 1 1 - 24 
RR Ural gic finane,fereveten htsie atoiekss ane evoke arewetorol te -—- /-— - 2 
Urbans— Under) 10;000n% eii.eie eis cteleic.. -|/|- — 7 

— 10,000 — 100,000 .......... 1 1 - all 

= Over LOO O00) cccyectowisickeeucls 6 3); —-| -|]-— 1};—-|;-/- - 4 

OPANIaG coblbncéduceoonaccodg00sc0d0C Me Sth 2 1}; i1j-/;/-]- 23 
Retaral ee eee iaveiouey ose ave. ot vera etal okersa ores 3) — 1j;-]|]/—-/;/-/;-/- - 4 
Urban Under 0,000) sep-csncnesncteereuane 1 1)/—-/—-;—-/;—-/-J/- - 2 

— 10,000 — 100,000 .......... 4; 1 1; 1}/—-]/—-]J;—-]- _ 7 

= Over 100,000 23.5250. <0008 6 1; — 1 1 1/-/|;-—- _ 10 
Ontariovdienesscarisicheneis aioe erred Oe ie tere 34] 10 Chis Sry ll 1 6 70 
ROU rapier se: scarlet e cco ete eves tere a etaceenetetehe 8} 1) —-J—f}—f}—-J—j- - 9 
Urban’ — Under 10}000"%. ~~... ee oe Se 3; -/-/]/—-/]—-)J—- - 13 

— 10,000 — 100,000 .......... Uh @ 4| 3 Syillecs es 1 2 23 

—yOVETIT OO, OOO soucyeuescieusiereele ire aN Gs 2;/—-/!/—-/;/—-/]3/-— 4 25 

Prairies hepiotimuacns«ocrudecirebeiciek casks S2i es Ona ) || = | 8} 2) 9 75 
BRUraglegraty, Sie tate ice te s-e aise) 'e eneseliers)ereredse serene 10; 4 2 1}/—-;—-/— {= — 17 
Urban — Under 10,000 ...........00- Kyl 3| - 3/—;]1/]-—-— a 14 

— 10,000 — 100,000 .......... 3) 4 ai al ot ees | 3 15 

— Over LOOSOO0 Mecccs stress e ctene 14} 3 3) -— 1}/—-|2)]- 6 29 

British Columbia accion ec « 20} 11 5| 4 4/1/11 )]= 3 49 
Ura leg iste euettre ss cnc 6 ons or onerous a so rene, hele Ai 2 1}/—;};—-;-;—-]- — 7 
Urban — Under 10,000 ...........0.. Dine? 2 1;—-;-/;-j]- 1 8 

— 10,000 — 100,000 .......... oll 1 18/1) 1}/-—-|—- 2 12 

= (Over 100,000 cetera cienewerere het Silla Ye 4;—-/1/]-— - 20 

Not Stated Marv. cre ter leeds etre crejcrereret erst ib ceeleeseles os) Selle Selec ee 1 
Rural ooe ee eee oeeeoeeweeeee oer eee er eevee - — La —, _ 1 bmn — ae —_ 
Urban — Under 10,000 ...........62. —}—/|/ —-| =] =] -J|-J=- - 

— 10,000 — 100,000 .......... ee Sh eee I eS wa os 

= (Over, 100,000 2.4% eee % ess 1} —-} —| =} —-}| —-J|—-J]- - 1 

CAnadaige ie suc iyoracetvoarer ors Ge slanrtere/areheecerat 113} 40; 26) 16} 14/ 3] 8 4 18 242 
Rura lop xetigers: cael «fer ake iotivatebte elev ane avanerans 27 7 4 1}; —-;}—-/;—-—/]=— - 39 
Urban — Under 10,000 .............. 18 qf QO), oe 3} - 1 1 1 42 

— 10,000 — 100,000 .......... 25) ele 70 4 Dy) al 3 7 69 

= iOvernO0\000 vn stns sea eel. 43 a 4 Sue eT ilo 6Pes Or Ot 

ai =u creak 


1 Includes only those practices that responded. 


Source: Questionnaire on The Economics of Medical Practice, 1962, Royal Commission on 
Health Services. 
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APPENDIX 6-5 


RESPONSE COUNT AND AVERAGE NET INCOME OF ACTIVE CIVILIAN PHYSICIANS 
WITH INDEPENDENT PRACTICE ONLY, BY TYPE OF MAJOR WORK IN WHICH 
ENGAGED DURING 1960, FOR PROVINCES AND CANADA* 


Type of Major Work 


Province General Specialist 
Response |Average Net] Response | Average Net 
Count Income Count Income 
—— 
$ $ 

Newfoundland .......... nRaWalo stots 11 14,180 12 14,850 
Prince Edward Island .......... 10 10,400 1 Gy Suk) 
INOVva SCOtia” saersatic «cate aretern cle aks 58 14,090 41 19,150 
New Brunswick ...... ¢ tec drete othe 47 13,580 40 20,870 
Quebec ...... REO ON GROOT Ss 361 10,310 309 16,540 
Ontario wc «pete co etetets «ees Wale vevorere 621 14,940 528 21,470 
Manitobaiers ctictecicslays scieteteliehe ointe UD 14,410 33 18,090 
Saskatchewateenicinene scene Mav enawe 64 13,290 25 21,590 
Ailbertal ov. «.< ccclereiekels aa nei ae eee 96 13,110 Sal 19,670 
BritishiColumbiamiestereeeiretrsars 168 16,370 129 18,680 
NOt, Statediy icrrere cles els, acne. oe Bisset 92 14,030 52 19,220 
(CERNE “anlac-d’d Bod ot Coo ae Ge ee 1,600 13,690 WO 19,500 


a 


1 Excludes partnership or group medical practice. 


Source: Questionnaire on The Economics of Medical Practice, 1962, Royal Commission on 
Health Services, 
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APPENDIX 6-15 


NUMBER AND PERCENTAGE DISTRIBUTION OF ACTIVE CIVILIAN PHYSICIANS 
IN SOLO PRIVATE PRACTICE BY LEVEL OF EXPENDITURES, AND RURAL 
AND URBAN AREAS, CANADA, 1960 


General Practitioner Specialist 


Regions and Level of 
Operating Expenditures 


Rural Areas Urban Areas Rural Areas Urban Areas 


Response 
Count 


Response 
Count 


Response. 
Count 


Atlantic Provinces 


Less than $2,000...... 8 - _ 
Pa OO —me 5, OOO arte. 18 37 40 39 1 
$ 5,001 — 10,000 ..... 20 41 | 46 45 3 
$10,001 — 15,000 ..... 5 10 11 11 1 
$15,001 —- 20,000 ..... 2 4 3 3 - 
$20,001 and over ..... - —- 3 3 _ 
Total. hes, « aasteleie s+ he 49 100 103 100 S 
Quebec 
Less than $2,000 ..... 6 5 9 3 2 13 23 5 
S200 b mes, O0O0OR. a. 44 38 126 39 5 31 129 28 
Se5,001e—n 10,0008. 0 cre 46 40 132 41 8 50 201 43 
SOF O00 te 15,0008. ee 12 10 85 al 1 6 83 18 
$15,001 — 20,000 ..... 4 3 13 4 — - 17) 4 
$20,001 and over ..... 3 3 8 2 — — 15 3 
wT Ota limes: ois ars ais ee 68 1GLS} 100 323 100 16 100 468 100 
Ontario 
Less than $2,000 ..... 8 6 21 3 — - 28 4 
SS DANO ess SOO on aue 24 19 136 22 2 2S 148 20 
$ 5,001 — 10,000 ..... 50 40 291 47 4 50 334 44 
$10,001 — 15,000 ..... 34 27 118 19 1 12 164 22 
$15,001) —o2 0, O00N. 2. a 6 4 26 4 1 13 48 6 
$20,001 and over ..... 4 3 23 4 — - 34 4 
Total Wao ssva sts cs 126 100 615 100 8 100 756 100 
Prairie Provinces 
Less than $2,000 ..... 6 7 6 3 - — 8 4 
$ 2,001 — 5,000 ..... 33 36 40 229) - - 32 17) 
$5,001 — 10,000. <. ... 40 44 91 49 = — 93 49 
$10,001 — 15,000 ..... I 8 32 17 1 100 32 A, 
$15,001 — 20,000 ..... | 5 5 10 5 - - 122 6 
$20,001 and over ..... —_ - 5 3 = - 11 6 
"Total, Gels steercne sete wis 91 100 184 100 1 100 188 100 
British Columbia 
Less than $2,000 ..... 1 3 3 2 1 33 6 3 
(SS AAO Oe er SAO saga d 3 10 22 13 — - 25 12 
55, O01—s10,0008... 14 47 86 51 1 33 113 56 
$110,001 — 15,000 ~4..3. 9 30 44 26 1 33 40 20 
$15,001 — 20,000 ..... 3 10 9 5 — — 1183 6 
$20,001 and over .....|, - — 3 2 = - 5 Pe 
otal asspwos orien eaveus 30 100 167 100 3 100 202 100 
Canada 
Less than $2,000 .... 26 6 43 3 3 9 71 4 
See, O01 —m 5, OOOMR ike 127 30 387 26 8 24 387 20 
$ 5,001 — 10,000 ....., 178 41 684 46 Wy 50 852 46 
$10,001 — 15,000 ..... 70 16 250 17 5 15 355 19 
$15,001 — 20,000 .... 22 5 63 4 1 3 96 5 
$20,001 and over .... 7 2 44 5} - — 73 4 
MOtal “ohms caste secre e's 430 100 1,471 100 34 100} 1,834 100 


Source: Questionnaire on The Economics of Medical Practice, 1962, Royal Commission on 
Health Services. 
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APPENDIX 6-16 


EMPLOYMENT OF NURSING, TECHNICAL, CLERICAL AND OTHER STAFF BY 
GENERAL PRACTITIONERS IN SOLO PRIVATE PRACTICE; BY SIZE OF 
COMMUNITY, CANADA, 1960 


a a 


Res Staff 
: i | eeanert 
Size of Community Spouse PNure..| Tack.| Clerical 
Count ing nical | and other pot 
TRCE EY SRR ROR ECR ROR GLMAE Sheil iets Meats 430 
Numberire porting: caus a eae oti seeiinern ae 79 19 124 
INUMber Of Stall. wapacie ook cite ce ee aa ne 93 20 148 261 
Mean number employed per doctor! ....... 0.2 0.05 0.3 0.6 
Urban less than 10,000 population ......... 352 
Number reportitigdeasdasc oles euieirs hele Alc 72 16 118 
Number Of statis raciace et coe e aicidere sos 96 19 146 261 
Mean number employed per doctor! ....... 0.3 0.05 0.4 O77. 


Urban 10,000 — 100,000 population ........ 440 


Numberireportitig o..0 7... +, ste «ee FAOGDO Oldie A 123 18 Wil 
INumbe roms tatlerincoscwislets trical cee de ce. : 135 17 230 382 
Mean number employed per doctor! ....... 0.3 0.04 0.5 0.9 
Urban over 100,000 population ........... 684 
Number reporting .......... CuO UCR Sache ; 207 31 241 
INUmpereOfsstatt aia aieresge eels od oarels <0 Shore ; 240 34 265 539 
Mean number employed per doctor! ....... 0.4 0.05 0.4 0.8 
Not Stated o> eee een a etree. Bele, ARS 34 
Numbe rire pontin Gu. isie0 so oc cisis «cue + cleieneiers uf ib 12 
INUmbercOL- statl “rewccies oo seistele ce sce crc aaj 1 17. 25 
2 0.03 0.5 On7, 


Mean number employed per doctor! ....... 0. 


1 Number of staff divided by response count. 


Source: Questionnaire on The Economics of Medical Practice, 1962, Royal Commission on 
Health Services. 
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EMPLOYMENT OF PARAMEDICAL AND CLERICAL STAFF 
BY SPECIALISTS IN SOLO PRIVATE PRACTICE, 
BY SPECIALTY PRACTISED, CANADA, 1960 


Mean Number 


Specialty Practised Employed 


per Doctor? 
INET a KIEV SOOO SOOO WS 2.0.0.0 6 OOOO GO 65000 153 54 
Dermatology and syphilology......secccscvcces 40 34 
General surgery........ese0- 60006 hOdoO GO MOIOOS 441 336 
Internal medicine and tuberculosis..........e0. 285 22 
Neurologyrandi psychiatry.) to. «sls clerele ele) ete is)s) octets 141 102 
NIGUECEDREIAY gWotGadbo os occDdUsID OOH OoDS sO 23 17 
Obstetrics and gynaecology.......cescesecccees 248 227, 
Orthopaedic surgery ...... eRetcNehoicielel sie) slekeucl cic elelre 62 59 
Ophthalmology and otolaryngology .......... siete 179 7, 
Paediatticsrnnsirrctereieletersccternercers SGOW de DOG BSC 169 168 
Pathology and bacteriology .......cecccscseves 16 8 
Diagnostic and therapeutic radiology .......+.- 41 38 
Wrolopayjorciecic co oir) crores otolene cuelerereeneisnelelehalcnevelevers 55 36 
Otheriand not’stated?. cer ote lerolozeterekeleletoictste: eevee 185 139 


1 Number of staff divided by response count. 


2 Includes allergy, cardiology, cardiovascular disease, gastroenterology, haematology, proctology, 
biochemistry, physical medicine and rehabilitation, plastic surgery, public health, thoracic 
surgery and industrial medicine. 


Source: Questionnaire on The Economics of Medical Practice, 1962, Royal Commission on 
Health Services. 
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APPENDIX 6-18 


AVERAGE DEPRECIATED VALUE OF CAPITAL ASSETS OF SPECIALISTS, IN SOLO 
PRIVATE PRACTICE BY SPECIALTY PRACTISED, AT END OF 1960, CANADA 


Average 
Specialty Practised Number Depreciated Value 
| Reporting of Capital Assets” 
te 
$ 
ANACStHES 1a lsi0 5 crsiaiorsts oe. etait rare ire rete aie ae 65 9,680 
Dermatology and syphilology ......,....seeee8 24 4,370 
General surgery .......... OT OCOUG uO SO OCC 227 7,390 
Internal medicine and tuberculosis............ 147 4,370 
Neurology and psychiatry. ........ccecccccces 67 5,520 
Neurosurgery ..... a8 > Gadeuaolc Sumeucied 6 ar ore 10 5,470 
Obstetricsrandigynaecology muse cies crickets 121 8,320 
Orthopaedictsurgeny acetic osicietecle clare sineraked cine 27 3,330 
Opththalmology and otolaryngology ........... 92 5,390 
Py ABN METICS ics ia ate tis rs ee oh eS ie ace ahs oo ee Sw ee wk 78 4,510 
Pathology and bacteriology .........ececceecs 7 950 
Diagnostic and therapeutic radiology ......... AN 12,470 
WU ROlOR Vartetetetervclstel nc ee recicie scteteiere sieeve ae eters 25 7,240 
eee rl 

Other and not specified mes ae ee 92 ie 3,350 


z Includes allergy, cardiology, cardiovascular diseases, gastroenterology, haematology, proctology, 


biochemistry, physical medicine and rehabilitation, plastic surgery, public health, thoracic 
surgery and industrial medicine, 


Source: Questionnaire on The Economics of Medical Practice, 1962, Royal Commission on 
Health Services. 
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APPENDIX 7-1 


AVERAGE ANNUAL PROFESSIONAL INCOME EARNED BY SELF-EMPLOYED 
PHYSICIANS, LAWYERS, DENTISTS, CONSULTING ENGINEERS AND ARCHITECTS 
AND ACCOUNTANTS, CANADA, 1946-1960 ! 


Index 1951 = 100.0 


Consulting 

Engineers 
and 

Architects 


Physicians Lawyers Dentists 


Safes | a 


Accountants 
Year 


5,637] 67.4 | 4,870 4,993 
1947 6,418| 76.8 | 5,343 6,353 
1948 6,994] 83.7 5,017 6,534 
1949 8,671] 103.7 | 5,425 9,898 
1950 8,231] 98.5 | 5,549 9,415 
1951 8,360] 100.0 | 5,752 7,066 
1952 7,704| 92.2 | 6,377 10,371 
1953 7,933} 95.6 | 6,596 7,372 
1954 10,651} 121.0 | 9,668] 115.6 | 6,941 9,999 
1955 10,845 10,167 | 121.6 | 7,610 11,381 
1956 11,781 10,580] 126.6 | 8,530 11,398 
1957 12,657 11,164} 133.5 | 9,256 12,268 
1958 11,187) 1338 | 9,876 12,575 
1959 12,030] 143.9 | 10,796 12,621 
1960 15,131 12,519] 150.0 | 11,509 13,430 


1 For purposes of these statistics, the Department of National Revenue has defined professional 
income as income or fees received from the independent practice of a profession for profit. Thus, 
professionally qualified persons employed on an annual salary basis by a company, goverment 
or institution are excluded. Income figures were derived by dividing the total professional income 
by the number of taxable retums. 


Source: Taxation Statistics, annual reports, 1948 to 1962, Department of Nationai Revenue. 
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APPENDIX 7-3 


SOF 


INDEX NUMBERS OF PHYSICIANS’ PROFESSION AL INCOME, WORKERS’ 
AVERAGE WEEKLY WAGES AND SALARIES AND LABOUR INCOME PER PAID 
WORKER, CANADA, 1946 — 1960 


1949 = 100.0 
Average Weekly mverege Weekly 
Physicians’ Meese hifi Dake Average Labour 
Year Professional a perpota es Salaries Income 
Income Mantiaccie| s erate Per Employee? 
Composite 

LOA OU sc aisioishe sisters © U556 75.4 
AOA meets erelsiclsionsteies 84. 2 84.3 
CY Eyeoo boo dodnio moc 93, 2 94.9 
OA Ol erelsistenaiatevel o1etone 100.0 100.0 100.0 100.0 
ICED) icodb Go aaconne 10/157 105.7 104.9 105. 2 
ICH Soa sgiosmoGour 103. 2 117.5 116.5 116.6 
OS eters) iarsieleter cists 110.3 128. 2 126.7 124.5 
OS Gaaterclonstake ctereyerers TE7.0 134.8 133.9 131.5 
ICY) sesoesnooannon 124.9 139.1 137.4 134.7 
LDS Sete-s ic teveione ere tere 12 7e2 144.4 142.1 137.0 
LOM Geo pen aoooes 150.0 145.2 
LOIS i/ meter sie oiisierel sie es 158.1 150.9 
MOSS Ueketets co vclers ete. 154.9 
IES) ode eco ooO 157.9 
LOGO Wer sisiecsies sieis s16 eval, i 


a Employment and Payrolls, March 1963, DBS, Labour Division, 


Employment Section, Table 8, p. 29. 


DBS, Labour Division, Labour Income and Research, Labour income excludes 
supplementary labour income, 


Note: Income, wages and salaries in current dollars, 
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APPENDIX 7-4 


INDEX NUMBERS OF COST OF LIVING, DOCTORS’ FEES AND OTHER COMPONENTS 
OF MEDICAL CARE, FOR URBAN AREAS, CANADA, 1945 — 1962 


1949 = 100.0 


sore | 
Consumer Fees Office Home Con- App en- 
Year Price Index Call Call finement dectomy 
Index (Weighted Index Index Index Index 
Average) 

1945 wereees 75.0 76.1 
1946 ..06- WHlos 88.0 77.8 _ 
1947 .cceeee 84.8 91.2 82.1 _ 
1948 .....+0- 90.7 96.2 92.4 - 
1949 ....0- 100.0 100.0 100.0 100.0 
1950 .eovee 102.9 101.9 10 1.6 100.1 
1951 .... 113.7 107.1 107.7 104.8 
1952 .osoe- 116.5 113.5 117.8 110. 3 
19533 one 115.5 117.6 WAT gyi 111.0 
1954 wee. 116.2 121.1 124.1 1253 
1955 .eevee 116.4 WAY A 126.6 113.0 
1956 woes 118.1 129.6 130.3 113.2 
957, sis ne 121.9 137.3 135.6 114.2 
1958 ..06- 12551 146.1 142.4 116.8 
1959 ..06- 126.5 150. 1 150.5 118.1 
1960 .... 128.0 153.2 155.4 118.9 
1961 .crevveee 129.2 156.0 161.0 119.1 
1962 ...00> 130.7 165.5 


167.4 | 119.9 


Source: DBS, Prices Division, Retail Prices Section. 
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APPENDIX 7-5 


EXPENDITURES ON PERSONAL MEDICAL SERVICES, 
CANADA, 1945 — 1961 
Current Dollars 


Personal Per cent of Per cent of 
Medical Per Capita Gross National Personal 
Services Expenditure Expenditure? 


1 Computed by Dr. J. Madden. 
? Personal expenditures include expenditures on personal health care as reported in the National 
Accounts, cost of providing hospital care in government mental, tuberculosis, federal hospitals, 


and the administrative costs of public insurance programmes. 
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APPENDIX 8-1 


PROJECTED DOCTOR REQUIREMENTS, CANADA, 1961-1991 


Constant physician-population ratio —1:857 
and improving ratio — 1:857 to 1:665 


Projected Population, 


Total Requirements for Physicians 


Year Net Immigration — Constant Ratio — Improving Ratio — 
10,000 Per Annum 1:857 1:857 to 1:665 
1966 20,076.6 23,426 24,424 
1971 22,105.0 25,793 28,087 
1976 24,449.6 28,529 32,383 
1981 27,1361 31,664 ST, 532 
1986 30,081.0 35,100 43,406 
1991 33,250.1 38,798 50,000 
BrejectedsPopuletion: Total Requirements for Physicians 
Year Net Immigration — Constant Ratio — _| Improving Ratio 
100,00 Per Annum 1:857 1:857 to 1:665 
1966 20,571.3 24,003 25,025 
1971 23,195.3 27,065 29,473 
1976 26,213.2 30,587 34,719 
1981 29,635.0 34,579 40,988 
1986 33,377.0 38,946 48,163 
1991 37,427.5 43,672 56,281 


NOTES: Physician-population ratio of 1:857 has been computed from the 1961 Census data. 
Physician-population ratio improved from 1:976 in 1951 to 1:897 in 1961 (excluding the 
improvement due to immigrant new registrants who were additions to Canadian medical 
manpower during the years 1950—60. These immigrants accounted for one-third of new 
medical registrants during that period.) Thus the rate of improvement equals 8.8 per cent 
over the 10-year period or 4.32 per cent of every five years, or at a compound rate of 0,85 
per cent per annum. The physician-population ratio becomes: 1961 — 1:857; 1966 — 1:822; 
1971 — 1:787; 1976 — 1:755; 1981 — 1:723; 1986 — 1:693; and 1991 — 1:665, 
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APPENDIX 8-2 
PROJECTED DOCTOR REQUIREMENTS, CANADA, 1966-1991 


Constant volume of medical services required per capita 5.3784 and 
6.7230 physician visits 


Total Requirements for Physicians 


Projected Volume of Service Per Volume of Service Per 
Year Population, Capita — 5.3784 Capita — 6.7230 
Net Immigration — oor 
Physicians Physicians 
fO, 000 Per annum in Private Bo in Private Total 
Practice Physicians Peakiice Physicians 
196645... 20,076.6 17,042 23,506 21,303 29,383 
DOP fe trs ee 22,105.0 18,764 25,881 23,455 32,351 
LO TO Forest's 6 24,449.6 20,754 28,626 25,943 35,783 
1981 .. 27,136.1 23,035 31,772 28,793 39,714 
1986 A388 . 30,081.0 25,534 35,219 31,918 44,024 
1991 78%. 33,250. 1 Xe PDAS 38,931 35,281 48,663 
Total Requirements for Physicians 
Projected Volume of Service Per Volume of Service Per 
Vent Population, Capita — 5.3784 Capita — 6.7230 
Net Immigration — E 
Physicians Physicians 1 
100,000 Per Annum in Private Re in Private eG 
DPisetice Physicians Practice Physicians 

1966 “327... 20,571.3 17,462 24,085 21,828 30, 107 
197 1 cage ss 235) 95.3 19,690 27,158 24,612 33,947 
1976 meron 20,21362 PAPAS 30,691 27,814 38, 364 
TOS ocr. 29,635,0 25,156 34,698 31,445 43,372 
1986 250.5 33,377.0 28,332 39,078 35,415 48,848 
LOO ous seee 37,427.5 31,768 43,818 39,713 54,776 


Notes: Estimated 15,450 physicians in private practice in 1961 constituted 72.5 per cent of the 
total 21,290 physicians (including interns and residents) in Canada as of June, 1961. This 
proportion was used in calculating the total requirements for physicians. 
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APPENDIX 8-3 
EXPECTED SUPPLY OF PHYSICIANS, CANADA, 1961-1991 


Number of 
Physicians 


Year Attrition Graduation Immigration 


obiubioieet 21,290 681 


196.266 sas 21,759 696 
1963.7: 22ie8 22,213 711 
1964. tues 22,652 725 
[965:5..1R: 23,077 738 
June 1, 1966..... aie 23,489 752 
O67. 5: 5's ‘ 23,987 768 
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